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INTRODUCTION  
 
Siddha system of medicine 
Siddha system of medicine is one of the ancient traditional systems of medicine of India and 
practiced mostly in its southern part. The word Siddha derived from the word Siddhi which means 
an object to be attained or perfection or heavenly bliss. Siddha is a science of life (science of daily 
living). Siddha system of medicine takes a major role in all aspects of human being. Especially it 
leads to get prevention of disease and long healthy life. As well as it contains the disease 
diagnostic, treatment plan and management to cure the disease.  
 
The siddhars were the greatest scientists of the world. Siddhars used their super natural wisdom 
to keep the world healthy has invented the wonderful medicines as well as design life style 
methods (yoga and meditation) to prevent and cure the diseases. In addition they devise and 
propounded the diagnostic methods as Ennvagai Thervugal (eight examinations) to diagnose the 
disease. At the time of siddhars, there was no technological advancements as today, even though 
the siddhars designed tools for the investigation purpose from natural resources using simple 
technology. They wish to convey the art of diagnosis methods and appreciation of prognosis to 
the contemporary world.  
 
Ancient literature documented 4448 diseases and the treatments. Aann maladu is one of the 
disease in the 4448 diseases. Aann maladu may be compared with male infertility in western 
medicine. The patient unable to produce a child as he has to face number of problems in the 
family as well as in the society. Currently it is one of the major problems in the society. Early 
diagnosis of the disease lead to avoid permanent illness.  
 
Male Infertility 
Infertility representing a significant social, medical and economic burden for individual and the 
society.World widely it affects average 25% of couples. Currently World Health Organization 
(WHO) estimate, infertility affects one in six couples worldwide, and it is known that the male is 
involved in up to 50 % of cases. In India infertility is a common and distressing problem. It 
affects 10-15% of couples of child bearing age. Male partner is responsible nearly 5-7.5 % of 
cases and particularly sperm related problems as low sperm concentration (oligospermia), poor 
sperm motility (asthenospermia), and abnormal sperm morphology (teratospermia). 
Approximately 10% of infertile men are azoospermic. Genetic disorders are one of the main 
causes and associated with chromosomal (gonosomal) aneuploidy or structural rearrangements to 
mutations or microdeletions. In infertile men with a chromosomal abnormality, 2.7% shows 
oligospermia & 10.8% shows azoospermia. Chromosomal aberrations are mainly represented by 
sex chromosomal defects, which are twice as high in infertile men compared with controls. 
Idiopathic male infertility caused by several factors as chronic stress, endocrine disruption due to 
environmental pollution, reactive oxygen species and genetic abnormalities (WHO 2000). 
Unaetiological infertility should need chromosomal studies. At least 5% of azoospermic males 
have been found to have Klinefelter syndrome. 
 
Male Infertility (Aan maladu) and Siddha system of medicine 
One of ancient Siddha medical text book Yugimuni chikichcha saram (mahalir maruthuvam) 
written by the ancient saints described the semen characters of Aann maladu (male infertility). 
 
Mz; kyl;bd; Fzk; 
 ghh;f;fNt Mz;kfdpd; tpe;JjhDk; 
gjkhd jpj;jpg;Gapy; yhjjhYk; 
Vw;fNt rykPjy; kpje;jjhYk; 
VopyhfTaph;g;;gw;WapUg;gjhYk; 
Nrh;f;fNt %j;jpuj;jpy; Eiujhd; NghYk; 
nrayhd fUtJTk; jhpf;fkhl;lh 
jPh;f;fNt A+fpKdprpfpr;rhrhuk; 
njspthfg; ghbitj;jhh; jpwkpjhNd. 
 - A+fpKdp rpfpr;hrhuk; (kfsph; kUj;Jtk;) 
 
The verse stated the characters of the semen of infertility patient. It describes, absent or less sugar 
content available in the semen of infertility patient. The semen is in upper surface, when put into 
water or urine or sperms available in upper surface of seminal fluid. Non active or non-alive 
sperms.Sperms available in urine as froth.If the semen or sperm of a person have these characters, 
who are unable to produce a child. 
 
Modern laboratory reports of semen analysis consists the semen fructose (sugar) and sperm count 
and percentage of motile of sperms (active and alive sperms) in seminal fluid in addition to the 
immunoassay, as parameters to detect the infertility. The parameters described in Yugimuni 
chikichcha saram nearly equal to the modern parameters.  
 
Current study and diagnostic methods of male infertility  
Diagnosis and trace the cause of infertility are essential to the treatment. Currently a number of 
scientific laboratory parameters available to detect the infertility in the modern medical practice. 
Even though the saints have used number of parameters to detect the infertility and find out the 
aetiology, whereas all the techniques that described by saints were hided according to various 
reasons. Some printed literatures written by the ancient saints, described these techniques in the 
form of verses.  It is essential to discover all these techniques practically to explore to the world. 
Scientific research is a method to explore the Siddha diagnostic methods for Aann maladu (male 
infertility) to the world. Modern diagnostic methods used for the confirmation studies only. We 
are expecting to document the Siddha diagnostic method to diagnose the male infertility (Aann 
maladu) at the end of the study. It will be useful to not only Siddha system of medicine also to 
entire world. 
 
 
 
 
 
 
 
 
 
  
AIM AND OBJECTIVE 
 
Aim 
A Clinical Study on Standardization of Siddha Diagnostic Methodology, Line of Treatment and 
Dietary Regimen for ―Aann Maladu‖ 
 
Objectives 
 Primary objective:   
 To document the ancient semen analysis technique in the diagnosis of ‗Aann  
Maladu’ 
 
 Secondary objective: 
 To document the Ennvagai Thervugal in the diagnosis of ‘Aann Maladu’ 
 To frame the Diagnosis based on Iympul Iyakka Vidhi (Panchapatchi) 
 To establish line of treatment 
 Documenting dietary regimen 
 
 
 
 
 
 
 
 
 
 
 
REVIEW OF LITERATURE 
 
tpe;Jw;gdk; (tpe;Jtpd; Njhw;wk;) 
cyfj;jpd; Njhw;wj;jpw;F %ykhd Rj;jk; Kjyhd khiaapdpd;W tphpAk; tifAk; 
mz;lj;jpy; tpe;Jtpdpd;W GzHr;rpahfpa fhhpaj;jhd; fU cUf;nfhs;SkhW mz;lk; 
gpz;lk; ,tw;iw ,izj;Nj $Wtuhjypd; <z;Lk; rpy ke;jpuq;fshd mz;l epiyf;F 
mbahd gu mgu tpe;Jtpd; ntspg;ghl;ilAk;> gpz;lj;jpw;Ff; fhuzkhd fU tpe;Jtpd; 
Njhw;wj;ijAk; czHj;Jfpd;wJ.  
 
According to Thirumoolar Says,  
  ‗cjaj;jpy; tpe;Jtpy; xq;F Fz;lypAk; 
  cja Fbypy; tape;jtk; xd;ghd; 
  tpjpapy; gpukhjpfs;kpF rf;jp 
  fjpapw; fuzq; fiyit fhpNa‖ 
      jpUke;jpuk; ghly; vz;. 1898 
 
  ‗mopfpd;w tpe;J msit mwpahH 
  fopfpd;w jd;idAl; fhf;fYe; NjuhH 
  mopfpd;w fhaj; jope;jaH Tw;NwhH 
  mopfpd;w jd;ik awpe;njhop ahNu‖ 
      jpUke;jpuk; ghly; vz;. 1899 
 
 mopfpd;w ntz;zPuhfpa tpe;Jtpd; msit $Wq;fhy; vz;gJ Jsp nre;ePH xU 
ntz;zPhpd; JspahFk;. ,j;jifa vz;gJ ntz;zPhpd; JspNa xU KOj;Jsp 
tpe;JthFk;. vdNt xU Jsp tpe;J mopapd; Mwhapuj;J ehD}W Jsp nre;ePH 
mope;jjhFk;. Mapuk; nrhl;L FUjpAk;> %thapuk; nrhl;L uj;jKk;> Rf;fpyKk; 
Rz;bf;fye;jNj xU nrhl;L tpe;jhk;.  
 mopfpd;w tpe;Jtpd; msit mwpahj kf;fs; ,we;J mopfpd;w jd;ik kzj;jhy; 
fhyj;ijAk; njhpa khl;lhHfs;. mopfpw clypy; mope;J NrhHe;NjhH jhk; moptij 
mwpe;Jk; tpe;J mopjiy xopahH.  
 
 According to ThirumoolarThirumanthiram one drop of white cells (venner) was made 
upto 80 drops in blood (seneer), one drop of semen (vinthu) was made from 80 drops of white 
cells. Therefore one drop of semen it contain to 6400 drops of blood.  
  
Rf;fpy Fzk; 
According Sivavakkiyar padal says, 
  ‗cz;ikahd Rf;fpy KghakhapUe;jJk; 
  ntz;ikahfp ePhpNy tpiue;J ePujhdJk; 
  jz;ikahd fhaNk jhpj;JUtkhdJk; 
  njd;ikahd Qhdpfs; njspe;Jiuf;f NtZNk‘ 
Moolamum uraiyam, page – 202 
 
tpe;JthdJ jhapd; fUg;gj;jpy; ntFje;jpukhfr; nry;Yfpd;wJ vd;ghH. mq;qdk; 
GFk; NghJ vy;yhk; ePuhf tpilapypUf;Fk; ePhpy; fye;J xU gdpj;JspasNt 
epiyj;jpUf;Fk; vd;ghH. me;j rpwpa msNt nghpa &gkha; ghpzkpf;fpd;wJ vd;ghH. 
,t;thpa nghpa tplak; QhdpfSf;Nf Gyg;gLtjhFk;. 
 
 The semen function is creation and creativity it can be used for the production of artistic 
(or) intellectual creations.  
 
nte;ePH Fiw Fzk; 
 GzHr;rpapy; ntz;zPUk; RNuhzpjKk; nghWj;Jg; nghWj;J Jspj; Jspaha; 
tpOjy;> my;yJ nre;ePH ntspg;gly;> tpijapy; Fj;jYld; typ> Fwpapy; mow;rp 
kpFjpg;gly;. 
 
Rf;fpyj;jd;ik 
Dr. M.Shanmugavelu is explained in pathology Part I, Less quantity of the semen (Oligospermia) 
production it causes 
 ntz;ikAk;> ntz;nza;f;F epfuhAkpUg;gpd; cj;jkj;jpy; cj;jkk;. 
 ntz;ikAk; japUf;Fk; epuhAkpUg;gpd; cj;jkj;jpy; ,uz;lhe;ju cj;jkk;. 
 ntz;ikAk; ghYf;F xg;ghfTkpUg;gpd; kj;jpkj;jpy; cj;jkk;. 
 ntz;ikAk; NkhUf;F xg;ghfTkpUg;gpd; kj;jpkj;jpy; kj;jpkk;. 
 NjidAk; mjd; epwj;ijak; fdj;ijAk;; xj;jpUe;jhy; mjkj;jpy; cj;jkk;.  
 nea;iaAk; mjd; epwj;ijAk; fdj;;ijAk; xj;jpUe;jhy; mjkj;jpy; kj;jpkk;. 
 fs;isg; Nghd;w epwKk; jbg;GkpUg;gpd; mjNkh mjkj;jpy; cj;jkk;. 
 jz;zPiug; NghypUg;gpd; rhuk; Kjypa clw;jhJf;fspYk; rw;Wk; 
rhukw;wtndd;Wk;> capUld; ,Ue;jhYk; gpzj;Jf;F xg;ghdtndd;Wk; NjiuaH 
akfk; $WfpwJ.  
 
If the semen is, 
 White and akin to the butter, it is excellent.  
 White and akin to curd, it is very good. 
 White and akin to the milk, it is good.  
 White and akin to the butter milk, it is fair 
 Akin to the honey in colour and consistency, it is average. 
 Akin to the ghee in colour and weight, it is poor. 
 Akin to the toddy is colour and weight, it is very poor. 
 Akin to the water, it is very bad.  
 
Thus Siddha text books are clearly explained, the constituents of seminal fluid.  
 
Function and relativity with Pancha bootham  
  ‗cd;dpa fHg;gf; Fopahk; ntspapNy 
  gd;dpa ehjk; gfHe;j gpUjptp 
  td;dpAk; thA khAUQ; Rf;fpyk; 
  kd;dpa rkdha; tsHf;Fk; cjfNk‖ 
jpU%yH jpUke;jpuk; 
  (Noi Naadal Noi Muthal Naadal Thirattu - Part - 1 - page - 30) 
 
fUg;igf;Fop MfhakhfTk; ehjk; gpUj;tpahfTk; Rf;fpyj;jpid thAthfTk; 
ghtpj;J fU tsHtjw;F ,lkspg;gJ fUg;ig vdTk;> fUit Njhw;Wtpj;J mjw;F 
czit mspg;gJ ehjk; vdTk;> tsHr;rpf;F Ntz;ba #l;il thAitAk; tpe;J 
ngw;Ws;sJ vdTk;> ,J #l;ilAk;> thAitAk; ehjj;jpw;F je;Jnjhopy; Ghptjhy; ehjk; 
fUthf tsu Kbfpwnjd;Wk; cjfkhfpa ePH ahtw;iwAk; NeHikahfTk;> nropg;ghfTk; 
tsur; nra;Ak; vd;gjhfTk; mwpfpNwhk;.  
 
 The ovum consists of the element earth, whereas the sperm consist of fire and air. The 
uterine wall which nourishes, it has water and uterine cavity is of the element of space. Therefore 
in the formation of fetus all the five elements combine and create it. 
 
 
 
Determination of gender of embryo 
Thirumoolar Says 
 ‗Mz;kpfpy; MDk; ngz;kpfpy; ngz;Zk; 
 G+z;,uz; nlhj;Jg; nghUe;jpy; mypMFk; 
 jhzkpFk; Mfpy; juzp KOjhSk; 
 ghit kpf;fby; gha;e;jJk; ,y;iyNa‖ 
 
                               jpUke;jpuk; 
(Noi Naadal Noi Muthal Naadal Thirattu,  Part – 1,  page - 32) 
 
At the time of copulation if the male dominates then it is male and if the female dominates then it 
is a female. If the male and the female are equal then the child will be natural gender or aeunuch. 
Here male indicates the vindhu and the female indicates suronitham.  
 
The role of vayu in fertilization 
 ‗NtHf;fNt NtypNghy; tise;J fhf;Fk; 
 tpe;JTld; gpuhzthA tpsf;fyhNk‖ 
A+fpKdp               
    (Noi Naadal 
Noi Muthal Naadal Thirattu, Part – 1, page - 
34) 
 
Abana vayu stays outside the vagina to protect a zygot. The prana vayu goes along with 
spermatozoa in the uterine cavity to developments of embryo. 
 
Centre for spermatogenesis 
According to Gnana Vettiyan says,   
  ‗tpe;J FbapUe;j jpUehl;il tpl;Nld; 
  khWfpd;w fj;jphpf;Nfhy; gl;le;jdpy; 
  tpe;Jepd;W tpsq;Fejp ikaj;Js;Ns 
  tpsq;F Rthjpl;lhd ntspapNyjhd;‖  
jpUts;StH Qhdntl;bahd; 
  (Thiruvalluvar gnana vettiyan ennum gnanavetti –1500, page - 66) 
The swathittanam is placed in between the genitals and umbilical region. The 
swathittanam is more responsible site for normal male sexual activities and functions. The entire 
spermatogenesis activities can be controlled by anterior pituitary gland (Anterior pituitary 
hormone) 
 Etiology (Neha; tUk; top) 
 According to Noi naadal noi muthal naadal thirattu(Part – 1) 
  ‗ngz;zpd; ghype;jpupak; tpLk;Nghnjy;yhk; 
  Ngzptyk; Nky; Nehf;fp mtw;wpy; epy;Y 
mfj;jpaH caH Qhdk;> Page – 31 
 
Mz; ngz; ,UtuJ QhNde;jphpak;> fd;Nke;jphpak;> kdR Mfpa ,g;gjpndhd;W 
jj;Jtq;fSk; xd;W $ba rkak; Mz; ngz; nksdkha; ,Uj;jy; mtrpak; 
 
At the time of matting the following 11 thathus (5 Kanmenthriyam, 5 Gnanenthriyam and 
Manathu) are combined each together its forming the good fertilized Ovum. 
 
 Infections causing male infertility 
Karumpanichchai ammai 
‗mwpe;jgpd; ,tHfSl Fze;jhdg;gh 
  me;je;j rhPuj;jpw; fLj;j thuha; 
njhpe;jnjhU Fzf;Fwpfs; Njhd;Wkg;gh 
  jpwkhd fUk;gdpir tpe;ijf; nfhy;Yk; 
ghpe;jnjhU nfHg;gj;ij aopag; gz;Zk; 
  gz;ghf fatHfSf;Fg; gps;isapy;iy 
Khpe;jnjhUaptHfSl FzKQ; nrhd;Ndd; 
  KiwikAld; kUe;Jtif nrhy;yf; NfNs‘ 
       mfj;jpaH itR+hp E}y; 
  (Noi Naadal Noi Muthal Naadal Thirattu, Part – 2, page – 66) 
 
 
The complications of the karumpanisai ammai are 
 Death of the sperm cells in male – azoospermia. 
 Abortion in pregnant women – habitual abortion due to viral endometritis.  
 Produce in sterility in both men and women 
This type of Ammai Noi produced viral epidymo orchitis in men. This can cause disturbances 
in spermatogenesis activity.  
 
In female Ammai Noi produced bilateral tubal block (Bilateral Hydro salphinx) it may caused 
by female sterility. 
 
 Traumatic causes of infertility  
‗nra;tNj fy;ypilf;fhyk; nfhz;lhyy; tpiuapuz;Lk; 
Ja;aNt jshHirAz;lhk; tpiujhd; fhzhjhFk;.  
ca;aNt %r;rilf;Fk; xr;irAk; Fiwe;J NghFk; 
nka;aNt ifahfj;jhy; Nktpdpy; tifapjhNk‘ 
       (tHkyhl R+j;jpuk; - 300) 
 
 fy;ypil fhyk; Fwp Fzk; 
tpij ,uz;Lk; fhzhJ> rj;jk; %r;Rf; fhzhJ> rpWePiuf; Fiwf;Fk;> tapW CJk;> 
%r;R tplhJ cwq;Fk;> ,uj;jk; te;J fl;bf; nfhs;Sk;> rij tsHe;J tpLk;. 
 
Both testes cannot be felt in scrotal sac, scanty micturition, abdominal distension, deep sleep, 
accumulation of blood and fluid in the abdominal cavity. This characteristic features are 
correlated in Modern Science are,  
1. Cirrhosis of Liver with ascitis 
2. Undescended testis (or) testicular Atrophy 
3. Congenital bilateral anorchia 
4. Fatty Liver changes followed by Ascitis (Abdominal distension) 
These are the etiological factors it can cause for male infertility. 
 
 mz;lj;jpy; tHkk; Fwp Fzk; 
tpijapuz;Lk; cauj;jpy; VWk; 
Both Testes are displaced above 
 
Traumatic injuries in the Lumbosacral Nerve Plexus. (Pudental nerve) can cause impotence, leads 
to infertility (tpij Kisapy; - tpe;J tHkk;> ypq;fj;jpy;- ypq;f tHkk;) 
Male infertility related in Siddha literature 
 Rf;fpy thjk; 
  ‗thjkh KlYUfp kpfTk; tw;wp 
   ky%j;jpuQ; rpf;fpNa fPo;tpohky; 
  ehjkhk; ehf;NfhL %f;Fjd;dpy; 
   eZf;fkh Ajpue;jhdUtp ghAQ; 
  Nrjkha;r; Nrl;LkKq; NfhioAz;lhQ; 
   nraNyhL Rthrkh aUrpAz;lhQ; 
  R+jkha;r; Rf;fpye;jhd; Wd;dp ahFe; 
   JhpaRf; fpythj R+l;re;jhNd‘ 
-A+fpKdp 
   (Noi Nadal Noi Muthal Nadal Thirattu, Part – 2, page - 574) 
 
According to the Yugimuni the clinical features are 
 Generalised weakness 
 Epistaxis 
 Constipation, 
 Urinary incontinence 
 Chronic Bronchitis 
 Tasteless tongue 
 Loss of appetite 
 
 
 
 
 
 
 
 
 
 
 
 
 
SIDDHA PHYSIOLOGY 
 According to the five element theory, the human being is a small model of the universe 
siddha physiology explains relations of macrocosam (universe) and microcosam (Man). 
 Siddha physiology provides the better meant for the maintenance of the normal 
equilibrium of the thathuvams, thereby keeping the physical body and mind in a normal 
functioning state.  
 This involves the following in addition to the 96 Thathuvams 
1. Udal Thathukal - 7 somatic compounds 
2. Vegams  - 14 remedial functions 
3. Suvaigal  - 6 tastes 
4. Udartee  - 4 body fire 
5. Udal vanmai  - 3 immunities 
 
Udal Kattukal  7 – Constituents of the physical body. 
 It plays a very important role in the development and nourishment of the body, they are as 
follows,  
 
1. Saram 
It consists of dietary nutrients from ingested food and nourishes all the tissues, organ and 
systems through the blood.  
 
2. Senneer 
It governs the oxygenation and supplying the saram to all the tissues and it is responsible 
for the nourishment, vigor, strength and color of the body.      
         
3. Oon 
It gives the bulky appearance and look able contour of the body, which is needed for the 
physical activity and also forms the basic skeletal structure of internal organs too. It also performs 
the movements of the joints and maintains the physical strength of the body. 
4. Kozuppu 
It maintains the lubrication of all tissues and gives energy, to the body. 
 
5. Enbu 
Forms the basic skeleton of the physical body, it support and protect the organs and it is a 
fundamental requirement for posture and movement of the body. 
 6. Moolai 
Bone marrow nourishes the tissues of bone. 
Brain is the central nervous system of the body. 
 
7. Sukkilam / suronitham 
Responsible for the reproduction and also provides strength to the human body. 
 
Vegams – Reflexial Functions: 
Reflexes are essential for the normal function of the human body, they are. 
1. Abana vayu  - Downward force 
2. Thummal  - Sneezing 
3. Siruneer  - Micturition 
4. Malam   - Defaecation 
5. Kottavi  - Yawning 
6. Pasi   - Hunger 
7. Neervetkai  - Thirst 
8. Erumal  - Coughing 
9. Elaippu  - Exhaustic veners 
10. Thookam  - Sleep 
11. Vanthi   - Vomiting 
12. Kanneer  - Lacrimation 
13. Sukkilam  - Genital Secretions 
14. Suvasam  - Breathing 
 
 
 
Suvaikal (Six Tastes): 
 Suvai can be termed as a peculiar sensation caused by the contact of soluble substances 
with the tongue, each suvai has two boothams in it.  
 Sweet - Mann + Neer 
Its primary actions are building tissues and calm the nerves 
 
 Sour  -Mann + Thee 
It cleanses tissues, increases absorption of nutrients.  
 
 Salt - Neer + Thee 
It improves taste to food, lubricates tissues, stimulates digestion 
 
 Bitter - Vayu + Aagayam 
It detoxifies and lightens tissues.  
 
 Pungent - Vayu + Thee 
It stimulates digestion and metabolism 
 
 Astringent - Mann + Vayu 
It absorbs water, tightens tissues and dries fats. 
 
Udal agni– 4 Body Fires 
 The agni – azhal which is responsible for digestion and mediated through the samanavayu 
is called as Udal agni. It is classified into 4 types.  
1. Samaagni 
2. Vishamaagni 
3. Deesagni 
4. Mandhagini 
 
Samaagni 
When the jadaragini is normal with the proper balance of the three Thathuvams then it, is 
called as samaagni. Here the balanced diet of an individual is properly digested in time.  
SIDDHA PATHOLOGY 
 Siddha pathology is a study of changes in the Uyir thathukal and Udal thathukal of the 
body in a diseased condition.  
 
Basis of siddha pathology: 
 According to siddha pathology, the human body is made of panchaboothams. This five 
basic elements exists in human body as uyir thathukkal. It is of 3 types namely Vali, Azhal and 
Iyam. These 3 essential humors are formed by the combination of  
  Idakalai + Abanan  - Vali 
 
Pinkalai + Piranam  - Azhal 
 
  Suzhumunai + Samanan - Iyam 
 
This uyir thathukkal is functioning as  
  thjkha; gilj;J  - Creation 
  gpj;j td;dpaha; fhj;J - Protection 
  Nrl;g rPjkha; Jilj;J - Destruction 
 
 Uyir thathukkal are responsible for udal thathukkal. These basic structures of the body 
system are interred linked with one another. Any alterations in this basic form result in disease. 
 
Synonyms 
 Pini, Varutham, Thunbam, Accham, Vinai, Urogam, Sugavenam, Viyathi, Asowkiyam, 
Thathuthoda verupadu. 
 
 
 
 
According to Siddha - Noi (disease) is again defined as, 
 czthjp nray;fshy; capH jhJ> cly; jhJ Mfpatw;wpy; Vw;gLk; khw;wq;fspd; 
fhuz> fhhpaNk Neha; vdg;gLk;. 
 
 Various factors are responsible for occurrence of disease such as changes in dietary 
factors, physical activities, and environmental factors.  
 
This is quoted in the following schematic from. 
Diet (Suvaigal)  Immoral activities  Environmental factors 
czthjp nray;fs;  clyhjp nray;fs;  Rw;W#oy; NtWghLfs; 
 
  Changes in Five basic elements   gQ;rG+jk; 
  Changes in Three humours    capH jhJf;fs; 
  Changes in Seven physical constituents   cly; jhJf;fs; 
     Disease   Neha; epiy 
 The changes in the any of the above basic structures forms the pathology of the disease 
 
I. Variations in the intake of diet: 
 Any material that provides the nutritive requirements of an organism to maintain growth 
and physical well – being is called as food.  
 Food comprises six suvaikal in appropriate proportion. Suvaikal are formed by the 
combination of panchapootham, which are responsible for the uyir thathu and seven udal 
thathukal.  
 
In ―Thirukkural‖ the following quotations are given regarding food and food habits.  
  
 ‗khWgh by;yhj Tz;b kWj;Jz;zp 
 Z}Wgh by;iy TapHf;F‘ 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
An alteration in the normal, regular diet will produce changes in the proportion of the 
suvaikal resulting in diseases.  
 
Abnormal Arusuvai  Affected Uyir thathu  Affected Udal thathuNoi 
 
Excessive intake of a particular suvai may produce hyper activeness of the concerned 
poothams and develops some clinical manifestations. 
 
Etiology for male infertility mentioned in Ayurveda 
 
Nutrition should be 
Balanced with respect to  
 
Quantity, Quality and 
Combination 
 
Individual basic 
constitution 
 
Any particular prevailing 
condition  
 
 
Time (age, season’s time 
of day) 
 
 
Geographical location 
 
A pure and healthy sukkilam looks crystal clear viscid jelly like, with an odor of honey and tastes 
sweet. Appears like oil and honey. 
 
During the sexual intercourse, semen gets ejaculated as a result of excitement. It is the sign of 
masculinity. The reason for which it is called seed will hereafter be explained by me which you 
may hear. 
 
The semen which is unctuous, dense, slimy, sweet, non-irritating and white (transparent) like a 
crystal is to be known as pure or normal. 
 
Infertility of polluted semen 
Vitiated or polluted semen in human beings does not help in the procreation of an offspring. 
 
Etiology of seminal pollution 
 Excessive sexual indulgence 
 Excessive physical exercise 
 Intake of unwholesome food 
 Untimely sexual intercourse 
 Sexual intercourse through tracks other than the female genital organ 
 Intake of food which are exceedingly ununctuous, bitter, astringent, saline, sour and hot 
 Sexual intercourse with the women who are not passionate 
 Old age, worry, grief and lack of confidence 
 Injury by sharp instruments, alkalies and cauterization 
 Suppression of the manifested natural urges 
 Injury to and vitiation of tissue elements 
 
 
 
 
 
Seminal morbidities caused by, 
1. Vayu 
It becomes frothy, thin and ununctuous. It gets ejaculated with pain and in small quantity. This 
type of vitiated semen does not help in conception. 
 
2. Pittha 
It becomes blue or yellow in colour, excessively hot and putrid in smell. It causes burning 
sensation in the phallus during ejaculation. 
 
3. Kabham 
If the semen obstructed by the aggravated kapha, then it becomes exceedingly slimy. 
 
 
  
DIAGNOSTIC METHODOLOGY IN SIDDHA 
 
Pini yari muraimai  (Diagnostic methodology) 
Pini yari muraimai means method of finding out the disease. The following three words 
are combined to form this world Piniyari muraimai 
Piniyari muraimai = Pini + yari + muraimai 
 Pini means - The disease which catch the body. 
 Yari means - Identifying the disease. 
 Muraimai means - Rules and methods 
 
Since Envagai thervugal are having a broad and important role in diagnosing the particular 
disease, it is very much needed to have a thorough knowledge in it. According to siddha medical 
science without having knowledge in Ennvagai thervugal, we can‘t diagnose the diseases 
 
As per siddha literature, the diagnosis is based upon three main principles 
1. Poriyalarithal 
2. Pulanarithal 
3. Vinaathal 
 
Porigal means five organs of perception. Pulangal means five objects of the sense organ. The 
application of poriyalarithal and pulanalarithal forms the fundamental step in the diagnosis of a 
disease 
 
Vinaathal - Interrogation 
 It is asking questions concerned with the history of disease and its clinical symptoms etc. 
to the patient (or) asking to his neighbor, when the patient is not able to speak or the patient to be 
a child. These three principles are effected through the Ennvagai  thervugal (Eight types of 
Investigation) 
 This methodology of diagnosis is considered as the pioneer for the present day 
examination methods and is a guideline for it. It was formed and presented by siddhars as a 
unique method. 
 
 
Theraiyar mentions the ennvagai thervugal as follows 
  ‗nka;Fwp epwk; njhdp tpop ehtpUkyk; iff;Fwp‘ 
 
According to the ―Noi Naadal‖ the eight types of investigations are quoted as below 
  ‗ehb ghprk; ehepwk; nkhop tpop 
   kyk; %j;jpukpdJ kUj;JtuhAjk;‘ 
 
‗Yugi Muni‘ explains the importance of ennvagai thervugal as follows, 
  ‗md;ghd rhj;jpuq;fs; mwpa Ntz;Lk; 
  md;ghd ehbjidg; gpbf;f Ntz;Lk; 
  Fd;whd kiyNghd;w Nehnay;yhk; 
  Fwpg;Gld; mrhj;jpaK rhj;jpaKq;fz;L 
  jd;whd ml;ltpj ghpl;ir fz;L 
  jf;fhd Fzq;Fwpfs; ahTe; Njh;e;J 
  td;whd thflj;jpd; EZf;Fk; ghh;j;J 
  tskhf gpzpajidj; jPh;g;Nghh;jhNk....‘  
 
It is essential to analyze the importance and application of each of the eight types of 
investigations to diagnose a particular disease  
 
Naadi – Pulse 
Definition: The rhythmic expansion of an artery which may be felt by the finger. In siddha 
it mentioned as, clypy; caph; jhpj;jpUg;gjw;f;F fhuzkhd rf;jpia jhJ my;yJ ehb 
vd;gh;. 
 
 On the other hand, it is defined as a series of pressure waves within an artery caused by 
contraction of the left ventricle and corresponding with the heart rate 
 Naadi plays the most important role in ennvagai thervu and it has been considered to be 
the most important for assessing the prognosis and diagnosis of the disease. Any variation that 
occurs in the three humors is reflected in the naadi. These three humors organize, regularize and 
integrate the functions of the human body. So, Naadi serves as a good indicator of all ill health. 
Naadi can be perceived by feeling it at the appropriate sites. The following ten sites are 
mentioned in our siddha literature 
 
Places for pulse 
  ‗jhJ Kiw Nfs; jdpj;j Fjpre;NjhL 
   xJW fhkpake;jp neL khh;G 
   fhJ neL %f;F fz;lk; fuk;GUtk; 
 NghJW Kr;rp Gfo; gj;Jk; ghh;j;jpNl‘ 
 
Fjpre;J> fhkpak;> ce;jp> khh;G> fhJ> %f;F> fz;lk;> fuk;> GUtk;> cr;rp Mfpa gj;J 
,lq;fshFk; 
 
It is felt by palpation ordinarily at all places because the arteries are placed superficially. Even 
though Naadi can be felt through ten major arteries, this will be very prominent in radial artery at 
the lower end of the radial bone. 
 
Naadi is felt as 
 Vatham  -  Tip of index finger  
 Pitham   -  Tip of middle finger  
 Kabham -  Tip of ring finger  
 
In normal condition, the ratio of the naadi is as follows 
  ‗nka;asT thjnkhd;W 
   Nky; gpj;jk; Nkhuiuahk; 
  Iaq;fh nyd;Nw mwp‘ 
 
The gait of the Naadi compared to the various animals, reptiles, birds, 
  ‘thfpdpyd;dq; Nfhop kapnyd elf;Fk; thjk; 
   Vfpa thikal;il apitnad elf;Fk; gpj;jk; 
   Nghfpna jtisghk;G Nghythk; Nrj;Jke;jhd;’ 
 
Vatham  - Movement of swan and hen  
Pitham  - Movement of Tortoise and leech 
Kabham  - Movement of frog and serpent 
 
The Naadi is important in siddha system in diagnosis of disease even in case of patients economic 
status problem, and also to avoid stress. Even in coma stage, the disease can be diagnosed through 
naadi. 
Sparisam – Palpation 
In the examination of sparisam includes Temperature of skin, Warmth (or) cold, 
Smoothness, Dryness, Patches, abnormal growth tenderness, ulcer types can be felt out. 
 
Naa - Tongue 
 From ancient siddha system the tongue has been regarded as an invaluable clinical 
indicator of the health and disease. In the examination of tongue, temperature of skin, Warmth 
(or) cold, colour of the tongue, coating, dryness, increased salivation deviation and movement, 
variation in taste and the conditions of teeth and gums. Ulceration are also be noted. 
 
 Niram - Colour 
Diagnosis made with help of colour of the skin, nails, hair, conjunctiva, teeth, mucous membrane 
etc. The colour of the body is mentioned below 
Vatham - Black 
Pitham - Yellow 
Kabam - White 
Mukkuttra -Variety of colours 
 
Mozhi - speech 
 In the examination of mozhi, the quality of sound is assessed. Whether of nasal character, 
Brass or shrill, slurred, inarticulate and hoarse may be noted 
 
Vizhi - Eye 
 The eyes are considered as the windows of the body. Both the physiological and 
pathological conditions are reflected in the eyes and this helps in the diagnosis of diseases. 
 
In the examination of eye,  
 Changes of colour such as redness, yellowishness, pallor 
 Dryness, lacrimation 
 Sharpness of vision 
 Bitot spots 
 Papillary response 
 Condition of eye lashes 
 Inflammation may be noted 
 Thegi Character of eye 
- Vathathegi - Round, horrible, rough eye with thick eyelids and pleasing 
look 
- Pithathegi - Red in heat, anger, hunger, intoxication and has hyperactive 
thin eyelid 
- Kabathegi - Beautiful, clear shiny eyes with long sightedness, the 
eyebrows  are thick and black 
 
Malam - Stools 
 It is the waste material that is eliminated through the anus. It is formed in the colon and 
consists of a solid (or) semi solid mass of undigested food remains, bacteria and various 
secretions and some water 
 
In the examination of malam its nature whether it is solid, semisolid or liquid, its colour, 
increased or decreased quantities are to be noted. Other findings such as diarrhoea, presence of 
blood (occult blood), mucous, undigested matter in the stools and odour all are to be noted  
 
Moothiram - Urine 
 Urine is the fluid excreted by the kidneys, which contains many of the body‘s waste 
products. In modern aspect biochemical analysis of urine is commonly used in the diagnosis of 
diseases and in pregnancy test 
 
 In the siddha system of medicine, examination of urine by Neerkkuri and neikkuri are 
more useful to diagnose the disease with the help of colour, smell, abnormal constituents, froth, 
excessive or scanty urination, mixing of blood, pus, chyle, sugar and albumin etc 
 
 
 
Collection of urine for Neerkkuri and Neikkuri 
  ‗mUe;J khwp ujKk; mtpNuhjkha; 
  m/fy; myh;jy; mfyhT+d; jtph;e;jow; 
  Fw;wstUe;jp cwq;fp itfiw 
  Mbf; fyrj; jhtpNa fhJnga; 
  njhU K$h;j;jf; fiyf;Fl;gl;L ePhpd; 
  epwf;Fwp nea;f;Fwp epUkpj;jy; flNd‘ 
        - Njiuah; 
  
Prior to the day of urine examination, the patient should be advised to take balanced diet 
and should have good rest. The very first urine of the patient is collected in a glass or a porcelain 
container. Though the urine should be examined only according to the rules and regulations, at 
times of emergency they can be relaxed which is quoted as 
  ‗mUg;g Kw;whh;f; ft;tpjp tpyf;Nf‘ 
 
Neerkuri 
  ‗te;j ePh; fhp vil kzk; Eiu vQ;rnyd; 
 iwe;jpa Ysit aiwFJ KiwNa‘ 
 
According to above mentioned lines Niram, Edai, Manam, Nurai and Enjal are to be noted in the 
examination of urine 
 
Niram 
It indicates the colour of urine voided it may be yellow, red, green, black, crystal and smoky etc 
 
Edai 
It indicates the specific gravity of urine (increased or decreased quantity) 
 
Manam 
It indicates the smell of urine such as pleasant, foul smelling, honey smell, fruit smell and flesh 
smell etc 
 
 
Nurai 
It indicates the frothy nature of urine  
 
Enjal 
It indicates the inorganic and organic deposits like salts, crystals etc., and amount of urine 
extracted 
 Neikkuri 
A drop of gingelly oil is dropped into wide vessel containing the urine to be tested and keep it 
under the sunlight. The variations of three humors in disease can be diagnosed by the behaviour 
of gingelly oil on the surface of urine 
  ‗muntd ePz;bbd; m/Nj thjNk‘ 
 
If the drop of oil spreads like a ring it indicates pitham 
 ‗Mop Nghw; gutpd; m/Nj gpj;jk;‘ 
 
The drop of oil remains floating as a pearl indicates kabham 
  ‗Kj;njhj;J epw;fpd; nkhoptnjd;fgNk‘ 
 
In thontha state, the oil spreads in mixed form 
By the careful examination of the urine with gingelly oil, the physicians can know whether the 
disease is curable or not. For this purpose siddhars have explained various spreading of oil on 
urine surfaces 
 
Manikkadai 
To measure the wrist circumstance in finger units, the patients was asked to keep his left hand‘s 
four fingers just below the right thumb, then the author measured the circumstance of the right 
wrist just below four fingers of left hand of the patients using a twine, the twine was removed 
from the wrist and the measurement of the twine was taken by the patients fingers. Total length of 
the thread was counted in terms of finger units. 
 
 
Panchapatchi 
  ‗Nrhjplk; gQ;r gl;rp 
Jyq;fpa ruEhy; khh;f;fk; 
NfhjW tfhu tpj;ij 
FUKdp XJ ghly; 
jPjpyhf; ff;fp ~q;fs; 
nrg;gpa fd;k fhz;lk; 
<njyhq; fw;W zh;e;Njhh; 
,th;fNs itj;a uhthh;‘ 
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MODERN ASPECTS – OUTLINE OF BASIC ANATOMY 
Testis 
The testis is the primary male sex gland. An adult human testis weighs between 30 to 45 
gm. A careful examination of the testes is an essential part of any andrological examination. 
Normal adult testis is approximately 4.5 cm long and 2.5 cm wide with a mean volume of about 
20 cc or ml. If its internal structures such as seminiferous tubules are damaged before puberty, the 
testes are small and firm; but with postpubertal damage, they are usually small and soft. 
 
 A sac derived from the peritoneum acquired during its descent during foetal development 
covers each testis. This sac or tunica vaginalis has an outer parietal and an inner visceral layers. A 
thick capsule of collagenous connective tissue called tunica albuginia surrounds each testis under 
the visceral layer of the tunica vaginalis. 
 
 Microscopically, the testis is composed of up to 900-coiled seminiferous tubules (up to 60 
cm long and 0.2 mm in diameter) in which the sperms or spermatozoa are formed. These tubules 
lead to the epididymis. The glandular part of the adult testis is composed of 200 to 300 lobules, 
each containing two or three coiled seminiferous tubules, which are joined together at the pieces 
of lobules to form 20 to 30 straight tubules anastomosing with one another through a mesh work 
of ducts called rete testis. From the rete testis, 12 to 20 efferent highly coiled ductules emerge to 
form the head of the epididymis. 
 
 The epididymis is located posterolateral to the testis and appears like a drape over the top 
of the testis. It has three anatomical parts caput or head, corpus or body and the cauda or tail. The 
tail leads to the vas deferens. The epididymis consists of a narrow tightly coiled-up tube and these 
coils, when stretched out measure approximately 20 feet (6-7 meters) in length. The name 
epididymis is the Greek for ‗upon the twins‘. 
 
 Human epididymis is 4 to 5 cm long and is attached to the testis through epididymal 
ligaments. The vasal ligament attaches the vas to the tail of epididymis and maintains the acute 
epididymal-vasal angle. Anomalies of epididymis include appendix epididymis, superior and 
inferior aberrant ducts and paradidymis. Failed congenital connections between individual 
efferent ducts and the epididymis may lead to the formation of simple cysts of the head of the 
epididymis 
 
 The vas deferens is a muscular duct 30 to 35 cm (15 inches), long and enlarges into the 
ampulla, immediately before it enters into the substance of the prostate gland. Latter is 
considered as the secondary male sexual gland. A seminal vesicle, each located on each side and 
above the prostate gland, empties into the prostatic end of the ampulla. The contents of both the 
ampulla and the ducts of the seminal vesicles from each side join to form the ejaculatory ducts 
passing through the body of the prostate to empty into the urethra. The prostatic ducts in turn 
empty into the ejaculatory ducts. Finally, the urethra drains the semen to the exterior. 
 
Numerous mucous glands line the urethra. There are two relatively big ones known as 
bulbourethral or Cowper's glands situated just below the prostatic portion of the urethra. In 
patients with a genetic defect causing cystic fibrosis, the vas deferens or epididymis and seminal 
vesicles are usually absent. The persistence of efferent ducts, but absence of epididymis proper 
and vas in cystic fibrosis, reflects different embryological origins of the epididymis, vas and 
efferent ductules. The epididymis and vas develop from the wolffian or mesonephric ducts and 
the efferent ductules from the mesonephric tubules. 
 
Development of Testis and Male Reproductive System 
The testis develops from the developing mesonephros at the posterior part of the 
coelome at the level of TJO segment. This explains the autonomic supply of the testis from 
the corresponding spinal segment. The mesonephros plays a fundamental role in the process 
of gonad formation. The nephrotome, a stalk of the somites, is the precursor of mesonephros. 
The blaste-mal somatic cells that originate from differentiation of the mesonephros contribute 
to the formation of the genital ridge. The testis develops from the medulla of bipotential 
human gonad.  
 
Differentiation of the primitive bipotential gonadal ridge into primitive testis is 
mediated by various factors. SRY gene (sex - determining region - Y) diverts the ovarian 
(female) to the testicular (male) pathway. It alters the fates of different cell types to three 
gonad-specific lines—the supporting cell, steroid cells (Sertoli and Ley dig) and germ cells 
together with vascularised connective tissues. Role of testis-determining factor (TDF) has 
been debated for years and in 1987 a gene named ZFY (zinc finger protein-Y) was 
identified, and it was encoded by a gene from the TDF region on the Y-chromosome. It 
appeared that ZFY expression correlated with the colonisation of the testis by primordial 
germ cells. In 1990, SRY gene was isolated. It is expressed in the genital ridge where 
testicular cords originate types to three gonad-specific lines—the supporting cell, steroid cells 
(Sertoli and Ley dig) and germ cells together with vascularised connective tissues. Role of 
testis-determining factor (TDF) has been debated for years and in 1987 a gene named ZFY 
(zinc finger protein-Y) was identified, and it was encoded by a gene from the TDF region 
on the Y-chromosome. It appeared that ZFY expression correlated with the colonisation of the 
testis by primordial germ cells. In 1990, SRY gene was isolated. It is expressed in the genital 
ridge where testicular cords originate. 
 
            Primitive gonad is bipotential till the 6
th
 week of the intrauterine life (IUL). TDF and 
mullerian inhibitory substance (MIS) then determine its subsequent fate around the 7t
h 
week. At 
this stage the TDL helps the primitive gonad to differentiate into the primitive testis, which gets 
transformed into foetal or primitive germ, sertoli and leydig cell then starts secreting the 
androgen which further consolidates the development of foetal testis. 
 
  The male reproductive system develops from three embryological sources. The primitive 
gonad forms the testes, while the urogenital duct (Wolffian duct in male) and the urogenital sinus 
(primitive cloaca) contribute to other two components. Both the Wolffian and the Mullerian 
ducts coexist in the early embryonic life in both sexes. Mullerian ducts disappear in male, but 
some of its remnants can be traced to the prostatic utricle. The epididymis, vas and the seminal 
vesicle owe its origin to the Wolffian duct. The prostate and the prostatic urethra develop from 
the urogenital  sinus. The urogenital swellings become the scrotum and the urethral folds fuse to 
form the shaft of the penis and the rest of the male urethra. 
 
 
  Testosterone along with dihydrotestosterone (DHT) from the foetal testes stimulates the 
development of male genital organs like the male urethra, prostate, penis and the scrotum in the 
IUL. Foetal testicular secretion attains its peak level around 8th to 10th week and the formation 
of the male phenotype is mostly completed by the end of the first trimester of gestation. Later, in 
the IUL further development of testes and the external genitalia, and the descent of the testes 
complete the full process of embryonic development. 
 
Developmental sources of male reproductive system 
Source Organ 
Primitive gonad Testes 
Mesonephros and 
Woiffian duct 
Epididymis, vas and seminal vesicles 
Urogential sinus Prostate and the prostatic urethra 
Urogenital swellings  Scrotum 
Urethral folds Shaft of the penis and rest of the urethra 
Genital tubercle Glans Penis 
 
Vascular Supply of Testis  
Arterial Supply 
  The arterial supplies to the testis and epididymis come from the internal spermatic or 
testicular artery arising out of the abdominal aorta. Vasal artery maintains a dual supply to the 
vas and the epididymis through its anastomosis with the testicular artery. This additional supply 
of the epididymis ensures higher concentration of androgen in the epididymis, perhaps to 
facilitate maturation of sperms. 
 
Venous Drainage 
  Venous drainage is provided by the spermatic veins and has been described in details on 
varicocele The spermatic vein passes along the vas in a very tortuous course as the pampiniform 
(like a vine) venous plexus, which wraps round and surrounds the spermatic artery in a 
convoluted manner. 
 
 
This anatomical feature facilitates the countercurrent heat and androgen exchanges 
between the arterial and venous systems. The testes are suspended outside the body in the scrotal 
sac. Contraction and relaxation of the cremasteric muscle alter the distance of the testis and the 
body (which has a higher temperature) depending on the environmental temperature, thus 
maintaining the gradient of approximately of 2°C between the body and the testis for optimal 
spermatogenesis. Dilatation of the component veins of the pampiniform venous plexus leads to 
varicocele, which often causes impaired spermatogenesis. Injury to the testicular blood supply 
can occur in a hernia operation or even during vasectomy. 
 
Microscopic anatomy of testis 
  Basically, the testicular histology shows seminiferous tubules and interstitial tissues. 
Germ cells (also known as stem cell or primitive spermatogonia) and Sertoli cells constitute the 
seminiferous epithelium. The interstitial tissue occupies approximately one-fourth to one-third of 
the total testicular volume and contains the Leydig cells, blood vessels, lymphatics and nerves. In 
addition, there are collagen fibres, myoid and elastic tissues and a large number of macrophages. 
Blood supply to the testis passes through the interstitial tissues. As stated earlier, the epididymis 
has a dual supply from both the testicular and the vasal arteries  
 
Sertoli Cells 
  Sertoli cells provide the physical support for the germ cells and are considered to be 
primary regulator of spermatogenesis. After puberty, the Sertoli cells are a fixed-population of 
non-dividing cells with its base attached to the basement membrane of the tubule and the apex 
extending towards the lumen. They surround all germ cells except the stem cells 
(spermatogonia) and its immediate successor cells or primary spermatocytes and luteinizing 
hormone (LH) levels are normal, but FSH levels are usually elevated. Sometimes in patients, 
who had other testicular disorders such as mumps, cryptorchidism or radiation / toxin-related 
damage, the seminiferous tubules may also contain only Sertoli cells; but in these men, the testes 
are small and the histological pattern is not so uniform. These patients are more likely to have 
severe sclerosis and hyalinization as prominent features. 
 
Leydig Cells 
  Leydig cells have a biphasic pattern of development and are of foetal and adult types. The 
foetal type cells proliferate between the 8
th
 and 18
th
 week of the IUL. Later, they start regressing 
slowly and undergo complete attrition in the first few weeks of neonates. The adult type starts 
replacing the foetal type at about the third week of neonatal life and usually by the 8
th 
week, a 
definitive level is reached. Adult Leydig cells most probably have origin from a mesenchymal 
fibroblast like cells, macrophages, and peritubular myoid cells After puberty, the numbers of 
Leydig and Sertoli cells do not increase any further. Consequently, the turn over of these cells in 
contrast with the germ cells is very low. 
 
Spermatogenesis 
  Spermatogenesis is a complex process, whereby primitive stem cells or spermatogonia 
either divide to renew and replenish the stem cell, or produce daughter cells that will later 
become spermatozoa. At birth, the Sertoli cells are numerous with ill-defined cytoplasmic 
boundaries. With the advent of puberty, the positions of the Sertoli cells, which are present 
normally in two or three layers, change from the earlier position along the outer border of the 
tubular epithelium towards the developing lumen of the seminiferous tubule near the basement 
membrane. This is achieved by the extension of the cytoplasmic process of the Sertoli cell. This 
pre-pubertal movement of the Sertoli cell to its adult position is very important in achieving the 
blood-testis barrier. The seminiferous tubules also start their development at puberty. 
 
1. Type A—that is thought to be precursor, divides four (4) times (A1 to A4) and then through 
another intermediate phase (IV) by mitosis to produce sixteen (16) 
 
2. Type Bspermatogonia. Type B migrates towards the Sertoli cells and then divides to produce 
primary spermatocytes through the first meiotic division. In the initial stage of this division, 
46 chromosomes are replicated. In this process, each of these 46 chromosomes acquires two 
chromatids that remain bound together at the centromeres having duplicate genes of the 
particular chromosome. It then goes through another division to produce two secondary 
spermatocytes, but each pair of chromosomes now separates into two halves, so that 23 
chromosomes each containing two chromatids go to one secondary spermatocyte; while other 
23 chromosomes go to the other secondary spermatocyte. Secondary spermatocytes then go 
through the second meiotic division within 2 to 3 days to develop into spermatids with 
haploid number of 23 chromosomes (half of the original number of 46 chromosomes). So 
each  primary spermatocyte with forty-six chromosomes produces four spermatids 
 (immature sperms) each containing twenty-three chromosomes, but having only half the 
genes (haploid number) of the original spermatogonia. 3. The third phase (spermiogenesis) is 
the development of spermatids to spermatozoa. During this process of development, the shape 
of the nucleus of spermatid changes from round to oval and the light granulated chromatin 
goes through a  process of condensation. Accordingly, the spermatids are classified into 
four successive types Sa, Sb, Sc and Sd. The last group of Sd spermatids undergoes a 
transformation into spermatozoa. It thus appears that from one germ cell, 512 spermatozoa 
develop. In the process of its transformation into spermatozoa, the spermatid undergoes 
nuclear condensation, acrosome formation and loss of most of its cytoplasm. It also develops 
a tail and the mitochondria get arranged in the middle piece of the sperm. Due to incomplete 
cytokinesis, all cells derived from a single spermatogonia are connec-ted through cytoplasmic 
bridges and this is replicated till a spermatid is developed. 
 
 Spermatogenesis occurs in all the seminiferous tubules during active sexual life, 
beginning at an average age of 12 years as a result of stimulation by the pituitary gonadotrophin 
hormones. It continues throughout the remainder of life. Interestingly, the successors of 
spermatogonia do penetrate the blood-testis barrier; otherwise, they cannot come to the lumen 
and become totally enveloped within the enfolding cytoplasmic processes of the Sertoli cells. 
This close relation with the Sertoli cells continues throughout the life. 
 
  Groups of germ cells tend to develop and pass through spermatogenesis together. This 
sequence of developing germ cells is called a generation. Each generation of germ cells is 
basically in the same stage of development. There are six stages of its development, and 
progression from stage one through stage six constitutes one cycle. In humans, the duration of 
each cycle is approximately 16 days and 4.6 cycles are required for a mature sperm to develop 
from an early spermatogonia. Thus, the duration of the entire human spermatogenic cycle is 
calculated as 74 days (4.6 cycle of 16 days each equals 74 days). 
 
Structure of a sperm 
The structure of a matured sperm consists of a head and tail joined by the middle piece. A 
narrow portion or neck lies between the latter and the head. Essentially, the head is the condensed 
nucleus with a very thin cell membrane covering its surface. But its anterior two thirds has a cap 
known as the acrosome. It contains the hyaluronidase capable of digesting proteoglycan 
filaments of tissues, and powerful proteolytic enzymes. The tail or the flagellum has a central 
skeleton with 11 microtubules called axoneme (very much similar to cilia), a very thin cell 
membrane and collection of mitochondria surrounding the axoneme in the proximal portion or 
the body of the tail 
  
An oocyte is surrounded by three layers-cumulus oophorus and corona radiata 
consisting of follicular cells, and the zona pellucida, rich in glycoproteins. The perivitelline 
space is located between the zona pellucida and the oocyte membrane 
  
Sperms seem to utilise two mechanisms to penetrate oocytes - firstly, through its lytic 
enzymes in the anterior head portion, especially within the acrosome; and secondly, through its 
movement of the tail. Creatinine phosphokinase present in the midpiece of sperm allows the 
phosphorylation of creatinine and its subsequent transfer to the contractile element of the tail for 
its motion. Thus, all three segments of the sperms play important roles for their movement and 
subsequent penetration of the ovum 
 
Role of Epididymis 
  Animal studies have shown that the sperm maturation and the storage are major functions 
of epididymis. Compared to other species, the storage capacity of the human epididymis is 
limited and this is reflected by the low sperm content of the epididymis. The sperm contents of 
the ejaculate depend on the number of sperms in the epididymal tail and the proximal portion of 
the vas at the time of ejaculation. It also depends on the daily sperm production and the 
frequency of ejaculations. When emptied by multiple ejaculations, healthy human epididymis 
can replenish the stock over a two-week period. 
 
  During this period, the sperms acquire properties to progress forward to undergo 
capacitation, to attach and to penetrate the zona pellucida of the ovum. Various specific proteins 
from the secretions from epididymal epithelium, which bind the sperm and remain in the 
ejaculate, help to induct the acrosome reactions. It thus facilitates to penetrate zona during the 
fertilisation. Lower molecular weight components such as carnitine.Often, the erectile 
dysfunctioned or impotence is excluded notwithstanding that it should also be in the second 
category. 
 
  Any scientific research should aim at a systematic approach to find out the most effective 
therapy for any diseased condition. Consequently, the first step to achieve this goal would be to 
classify the etiological factors, so that the process of diagnosis and treatment can be streamlined. 
Many investigators and researchers have put forward their own classifications, but most of their 
methodology centres round the semen analysis—admittedly the singularly important 
investigation in male infertility. Others have preferred to enumerate them with a simple 
classification as pretesticular, testicular and post-testicular causes. 
 
 
  
 
 
 
 
 
  
MODERN PHYSIOLOGY 
Functions of testis 
A. The gametogenic function 
B.  Endocrine function 
 
Gametogenic functions of testis- spermatogenesis 
The production of gamete cells is called the gametogenic function. spermatogenesis is the 
process by which spermatozoa are developed from the primitive germ cells in the testis known as 
spermatogonia. Spermatogenesis occurs in four stages 
1. Stage of proliferation 
2. Stage of growth 
3. Stage of maturation and 
4. Stage of transformation 
 
Stage of Proliferation 
 The spermatogonia near the basement membrane of seminiferous tubule are larger. Each 
one contains diploid number of chromosomes (23 pairs in man). One member of each pair is from 
maternal origin and the other from paternal origin 
 
 During the proliferative stage, the spermatogonia divide by mitosis without any change in 
chromosomal number. In man, there are usually seven generations of spermatogonia. The last 
generation enters the stage of growth as primary spermatocyte 
 
Stage of Growth 
 The primary spermatocyte grows into the large cells. Apart from this, there is no other 
change in this stage 
 
Stage of Maturation 
 The spermatids do not divide further but transform into spermatozoa by a process called 
spermeogenesis 
 
 
 
Regulation of spermatogenesis 
 Spermatogenesis is regulated by Sertoli cells and some hormones. It is also influenced by 
various other factors 
 
 Sertoli cells influence spermatogenesis by three ways.These cells secretes estrogen, which 
is essential for spermeogenesis. Sertoli cells secrete hormone binding proteins. These proteins 
bind with testosterone and estrogen and carry the hormones into the fluid of seminiferous tubules. 
Thus, Sertoli cells make these hormones available for the maturation of sperms. 
 
Role of Hormones 
The hormones, which are necessary for spermatogenesis 
 Testosterone 
 Follicle stimulating hormone (FSH) 
 Luteinizing hormone (LH) 
 Estrogen 
 Growth hormone 
 
Stimulates the process of spermatogenesis. It is also necessary for the formation of secondary 
spermatocyte from primary spermatocyte 
 
In addition to testosterone, FSH is also necessary for stimulation of the process of 
spermeogenesis. This hormone is essential for the secretion of testosterone from Leydig cells. 
Estrogen - This is secreted by Sertoli cells. This is also necessary for spermeogenesis. 
 
Increase in the temperature prevents spermatogenesis. Normally, the temperature in the scrotum is 
about 2°C less than the body temperature. This low temperature in scrotum is essential for 
spermatogenesis. When the temperature increases, the sper¬matogenesis stops. This is very 
common in cryptorchidism (undescended testes). In cryptorchidism, the testes are in the abdomen 
where the temperature is always higher than that of scrotum. This temperature causes 
degeneration of seminiferous tubules and spermatogenesis does not occur. 
■ Endocrine function of testis 
Male sex hormones are called the androgens. Testis secretes three androgens  
 Testosterone 
 Dihydrotestosterone  
 Androstenedione 
Testosterone is secreted in large quantities. However, dihydrotestosterone is more active. 
 
Source of Secretion 
The androgens are secreted in large quantities by testes and, by adrenal cortex in small 
quantities. 
In testes, the hormones are secreted by the interstitial cells of Leydig. These cells form 
20% of mass of adult testis. Leydig cells are numerous in newborn male infant and in adult male 
after puberty. But in childhood, these cells are scanty or non-existing. So, the androgens are 
secreted in newborn babies and after puberty. 
Zona reticularis of adrenal cortex also secretes androgens called testosterone, 
androstenedione and dehydro- epiandrosterone. The actions of all the three adrenal androgens are 
insignificant under normal physiological conditions because of their small quantity. In abnormal 
conditions, the excessive secretion of adrenal androgens plays an important role in development 
of sexual disorders. 
 
Chemistry 
 Androgens are steroid hormones synthesized from cholesterol. Androgens are also 
synthesized directly from acetate. Testosterone is a C19 steroid 
 
■ Functions of testosterone 
 In general, testosterone is responsible for the distinguishing characters of masculine body. 
In the fetal life, the testes are stimulated by human chorionic gonadotropins secreted by placenta. 
But, in childhood, practically no testosterone is secreted approximately until 10 to 12 years of 
age. Afterwards, the testosterone secretion starts and, it increases rapidly at the onset of puberty 
and lasts throughout most of the remaining part of life. The secretion starts decreasing after 40 
years and becomes almost zero by the age of  80 years 
■ Functions of testosterone in fetal life 
 The fetal testes begin to secrete the testosterone at about 2
nd
 to 4
th
 month of embryonic 
life.  
Testosterone performs three functions in fetus 
 Sex differentiation in fetus 
 Development of accessory sex organs and 
 Descent of the testes 
 
1. Sex differentiation in fetus 
In fetus, there are two genital ducts called, Mullerian duct and Wolffian duct. This duct 
gives rise to female accessory sex organs such as vagina, uterus and fallopian tube and Wolffian 
Duct. This gives rise to male accessory sex organs such as epididymis, vas deferens and seminal 
vesicles. 
 
If testosterone is secreted from the genital ridge of the fetus at about 7th week of 
intrauterine life, the Mullerian duct system disappears and male sex organs develop from 
Wolffian duct. In the absence of testosterone, female sex organs develop from Mullerian duct. 
Thus, testosterone is responsible for the sex differentiation of fetus 
 
2. Development of Secondary Sex Organs 
 Testosterone is also essential for the growth of the external genitalia - penis and scrotum 
and other accessory sex organs - genital ducts, seminal vesicles and prostate 
 
3. Descent of Testes 
 Initially, testes are developed in the abdominal cavity and are pushed into the scrotum 
through inguinal canal just before birth. The process by which testes enter the scrotum is called 
the descent of testes. Testosterone is necessary for this. If a male child is born with undescended 
testes, the condition is called cryptorchidism. Administration of testosterone or gonadotropic 
hormones (which stimulate Leydig cells) can cause the testes to descend, if the inguinal canal is 
large enough to allow the passage of testes.  
■ Functions of testosterone in adult life 
 Testosterone has two important functions in adult. 
  Effect on sex organs and effect on secondary sexual characters 
 
1. Effect on Sex Organs 
After puberty, the testosterone secretion causes increase in the size of penis, scrotum and 
the testes. All these organs are enlarged at least 8 folds before the age of 20 years, under the 
influence of testosterone 
 2. Effect on Secondary Sexual Characters 
Testosterone causes development of secondary sexual characters at puberty, which 
distinguish the male from female. The secondary sexual characters developed by testosterone are: 
 
 Muscular Growth 
One of the most important male sexual characters is the development of musculature after 
puberty. There is an increase of about 50% of muscle mass. This is due to the anabolic activity of 
testosterone on proteins. It accelerates transport of amino acids into the muscle cells, synthesis of 
proteins and storage of proteins 
 
 Bone Growth 
After puberty, the bones grow in thickness, which is associated with deposition of calcium. 
The increase in thickness is due to increase in total content of bone matrix. The increase in bone 
matrix is due to the protein anabolic activity of testosterone and, the deposition of calcium is 
secondary to the increased bone matrix 
Testosterone causes broadening of shoulders and, it has a specific effect on pelvis, which 
results in 
 Narrowing of pelvic outlet 
 Lengthening of pelvis and 
 The funnel like shape 
 
Thus, pelvis in males is different from that of females, which is broad and ovoid shaped 
In addition to increase in the size and strength of the bones, testosterone also causes early 
fusion of epiphyses of long bones with shaft. So, if testes are removed before puberty, the height 
of the person is increased. 
 
 Changes in Skin 
 
 Testosterone increases the thickness of skin over the entire body surface and the ruggedness 
of subcutaneous tissue. These changes in skin are due to deposition of proteins in skin. It also 
increases the quantity of melanin pigment, which is responsible for the deepening of the skin 
colour. 
 
 Testosterone enhances the secretory activity of sebaceous glands. So, at the time of puberty, 
when the body is exposed to sudden increase in testosterone secretion, the excessive secretion of 
sebum leads to development of acne on the face. After few years, the skin gets adapted to 
testosterone secretion and, the acne disappears 
 
 Hair Distribution 
 The testosterone causes male type of distribution of hair on the body, i.e. hair growth over 
the pubis, along linea alba up to umbilicus, on face, on chest and other parts of the body like back. 
In males, the pubic hair has the base of the triangle downwards 
Testosterone decreases the hair growth on the head and may cause baldness if there is 
genetic background 
 
 Change in Voice 
 At puberty, testosterone causes hypertrophy of laryngeal muscles, the enlargement of 
larynx and lengthening and thickening of vocal cords. This produces a cracking voice at the time 
of adolescence. Later, it Is gradually changed into a typical adult male voice with a bossing sound  
 
 Effect on Basal Metabolic Rate 
 At the time of adolescence and earlier part of adult life, the testosterone increases the basal 
metabolic rate to about 5 to 10%. This is mostly due to the anabolic effects of testosterone on 
protein metabolism 
 Effect on Electrolyte and Water Balance 
Testosterone increases the retention of sodium by reabsorption in renal tubules. This 
action is very mild. However, it increases the volume of extracellular fluid and blood after 
puberty 
 
 Effect on Blood 
 After puberty, testosterone causes mild increase in blood volume by increasing the water 
content and by increasing the number of red blood cells 
 
Mode of action of testosterone 
■ Testosterone is converted into dihydrotestosterone in the target cells of accessory sex organs - 
prostate, seminal vesicles, epididymis, and penis and other organs. In brain, it is converted into 
estrogen (estradiol) 
 
■ The dihydrotestosterone combines with receptor proteins. The hormone receptor complex 
migrates to nucleus, binds with a nuclear protein and induces the DNA-RNA transcription 
process. In 30 minutes, the RNA polymer is activated and the concentration of RNA is increased 
in cellular protein. The quantity of DNA is also increased. 
 
■ So, the testosterone primarily stimulates the protein synthesis in the target organs or cells, 
which are responsiblejor the development of secondary sexual characters. 
 
Regulation of testosterone secretion 
 During fetal life, the testosterone secretion from testis is stimulated by human chorionic 
gonadotropin, which has the properties similar to those of luteinizing hormone. Human chorionic 
gonadotropin stimulates the development of Leydig cells in the testis of fetus and promotes 
testosterone secretion 
 
 In AdultsLuteinizing hormone (LH) or interstitial cell stimulating hormone (ICSH) 
stimulates the Leydig cells and the quantity of testosterone secreted is directly proportional' to the 
amount of LH available. 
 Secretion of LH from anterior pituitary gland is stimulated by luteinizing hormone 
releasing hormone (LHRH  Testosterone regulates its own secretion by negative feedback 
mechanism. It acts on hypothalamus and inhibits the secretion of LHRH. When LHRH secretion 
is inhibited, LH is not released from anterior pituitary resulting in stoppage of testosterone 
secretion from testes. On the other hand, when testosterone production is low, lack of inhibition 
of hypothalamus leads to secretion of testosterone through LHRH and LH  
 
Male climacteric 
 After the age of 50, testosterone secretion starts declining. This is accompanied by 
reduction in the after the age of 50, testosterone secretion starts declining. This is accompanied by 
reduction in the develop symptoms similar to those of female climacteric. The common 
symptoms are it flashes illusions of suffocation and mood change. 
 Properties and composition of secretion from seminal vesicles 
 Properties 
The secretion from seminal vesicles is mucoid and viscous in nature. It is neutral or slightly 
alkaline in reaction. This adds to the bulk of semen as it forms 60% of total semen 
 
■ Composition 
The secretion from seminal vesicles contains fructose, phosphorylcholine, fibrinogen, ascorbic 
acid, citric acid, pepsin6genand prostaglandin 
 
 Functions of secretion 
 Nutrition to sperms 
The fructose and other nutritive substances from seminal vesicles are utilized bysperms after 
being ejaculated into female genital tract 
 
 Clotting of semen 
The fibrinogen from secretions of seminal vesicle is converted into the coagulum as soon as 
semen is ejaculated 
 
 On fertilization 
 The prostaglandin from secretions of seminal vesicles may enhance the fertilization of 
ovum by the following processes 
 
 
 Increasing the receptive capacity of cervical mucosa for sperms causing reverse 
peristaltic movement of uterus and fallopian-tubes. This, in turn, increases the rate of transport of 
sperms in female genital tract during coitus 
 
Properties and composition of  prostatic fluid 
■ Properties 
The secretion of prostate gland is a thin, milky and alkaline fluid. it forms 30% of total semen 
 
■ Composition 
The secretion from prostate gland consists of sodium, calcium, zinc, citrate, cholesterol, 
phospholipids, acid phosphatase, spermine, fibrinolysin jndjdotting-enzymes. 
 
Functions of prostatic fluid 
 Maintenance of optimum ph for fertilization.The prostatic fluid provides optimum pH for 
the motility of sperms. Due to the metabolic end products from sperm, the fluid from vas 
deferens is acidic in nature. This inhibits the motility of sperms. 
 
 The vaginal secretions in females are highly acidic with a pH of 3.5 to 4.0. This also 
inhibits the motility of sperms. Generally, the sperms are non-motile at a pH less than 6.0. 
 
 The prostatic secretion neutralizes the acidity of vaginal secretions and maintains a pH of 
6.0 to 6.5. At this pH, the sperms become motile and the chances of fertilization are enhanced. 
 
 Clotting of semen 
The clotting enzymes present in prostatic secretion cause conversion of fibrinogen (from seminal 
vesicles) into coagulum. It is essential for holding the sperms in uterine cervix. 
 
 Lysis of coagulum 
The coagulum is dissolved by fibrinolysin of the prostatic secretion so that, the sperms become 
motile. 
 
 Properties of semen 
- Specific gravity : 1.028 
- Volume  : 2 to 6 ml/ejaculation 
- Reaction : It is alkaline with a pH of 7.5. The alkalinity is       due to 
the secretions from prostate gland. 
 
 Composition of semen 
Following is the composition of semen: 
- Sperms :10% 
- Products from seminal vesicle : 60% 
-  Products from prostate gland : 30% 
Semen also has small amount of secretions from the mucus glands, particularly the bulbourethral 
glands. 
 
 Sperms 
The total count of sperm is about 100 to 150 million/ml of semen. When the sperm count 
falls below 20 millions/ml, sterility occurs. Though the sperms can be stored in male genital tract 
for longer periods, after ejaculation the survival time is only about 24 to 48 hours at a temperature 
equivalent to body temperature. The rate of motility of sperm in female genital tract is about 
3mm/minute. The sperms reach the fallopian tube in about 30 to 60 minutes after sexual 
intercourse. The uterine contractions during sexual act facilitate the movement of sperms. 
 
Structure of spermatozoon 
Spermatozoon (pleural = spermatozoa) is the male reproductive cell, developed in the testis. It is 
also called the sperm. The matured spermatozoon is 60 µ long. It consists four parts. 
o Head 
o Neck 
o Body 
o Tail 
 
Head 
Head is oval shaped (in front view), with a length of 3 to 5µand width of up to 3µ. The 
anterior portion of head is thin. The head is formed by a condensed nucleus, a thin cytoplasm and 
a thin cell membrane. The anterior two-thirds of the head is like a thick cap called acrosome 
(helmet Galea capitis), formed from Golgi apparatus. The acrosome is made up of 
mucopolysaccharide and acid phosphatase. It also contains hyaluronidase and proteolytic 
enzymes. These enzymes are essential for the sperm to fertilize the ovum. 
 
 Neck 
The head is connected to body by a short neck. Its anterior end is formed by thick disc 
shaped anterior and knob, which is also called proximal centriole. The posterior end is formed by 
another similar structure known as posterior end knob. This gives rise to the axial filament of 
body. 
 
Body 
It is cylindrical with a length of 5 to 9 µ and the thickness of 1 µ. The body of the sperm 
consists of a central core called axial filament covered by thin cytoplasmic capsule.The axial 
filament starts from posterior end knob of the neck. After passing through the body, it passes 
through a perforated disc called end disc or end ring centriole. Finally, the axial filament reaches 
the tail as axial thread. In the body, the axial filament is surrounded by a closely wound spiral 
filament consisting of mitochondria. 
 
Tail 
The tail of the sperm consists of two segments. 
a. The chief or main piece of tail: it is enclosed by cytoplasmic capsule and it has an axial 
thread. It is 40 to 50 µ long. 
b. The terminal or end piece of tail: It has only the axial filament. 
 
Products from seminal vesicles 
The secretion from seminal vesicles contains the following substances: 
 Fructose 
 Phosphorylcholine 
 Fibrinogen 
 Ascorbic acid 
 Citric acid 
 Pepsinogen 
 Prostaglandin 
 
Products from prostate gland 
The secretion from prostate gland consists of the following products: 
 Sodium 
 Calcium 
 Zinc 
 Citrate 
 Cholesterol 
 Phospholipids  
 Acid phosphatase 
 Spermine 
 Fibrinolysin 
 Clotting enzymes. 
 
Other substances present in semen : 
 Phosphate 
 Bicarbonate 
 Hyaluronidase 
  
MODERN PATHOLOGY 
 Infertility is defined as a failure to conceive within one or more years of regular 
unprotected coitus.  Primary infertility denotes those patients who have never conceived. 
Secondary infertility indicates previous pregnancy but failure to conceive subsequ ently. 
Fecundability is defined as the probability of achieving a pregnancy within one menstrual 
cycle. In a healthy young couple, it is 20 percent. Fecundity is the probability of achieving 
a livebirth within a single cycle 
 
Incidence 
 Eighty percent of the couples achieve conception if they so desire, within one 
year of having regular intercourse with adequate frequency (4-5 times a week). Another 
10 percent will achieve the objective by the end of second year. As such, 10 percent 
remain infertile by the end of second year. 
 
Factors Essential for Conception: 
♦ Healthy spermatozoa should be deposited high in the vagina at or near the cervix 
(male factor), 
♦ The spermatozoa should undergo changes (capacitation, acrosome reaction) and 
acquire motility (cervical factor). 
♦ The motile spermatozoa should ascend through the cervix into the uterine cavity and 
the fallopian tubes. 
♦ There should be ovulation (ovarian factor). 
♦ The fallopian tubes should be patent and the oocyte should be picked up by the 
fimbriated end of the tube (tubal factor). 
♦ The spermatozoa should fertilize the oocyte at the ampulla of the tube.  
 
 The embryo should reach the uterine cavity after 3-4days of fertilization. The 
endometriumshould be receptive by (estrogen,progesterone,IGF-1,cytokines, integrins) for 
implantation and the corpus luteum should function adequately. 
 
 
 
Physiological consideration 
 Due to anovulation, infertility is the rule prior to puberty and after menopause. Bui it 
should be remembered that the girl may be pregnant even before menarche and pregnancy is e 
within few months of menopause. Conception is not possible during pregnancy as the pituitary 
gonadal axis is suppressed by hCG and hence, no ovulation. During lactation is infertility is said 
to be relative. Despite the fact that fact the patient is amenorrheic during lactation, ovulation and 
conception can occur. However, in fully lactating women breastfeeding 5-6 times a day and 
spending 60 minutes in 24 hours, pregnancy is unlikely up to 10 weeks postpartum. 
 
Causes for infertility 
Conception depends on the fertility potential of both the male and female partner. The 
male is directly responsible in about 30-40 percent, the female in about 40 - 55 percent and both 
are responsible in about 10 percent cases. The remaining 10 percent, is unexplained, in spite of 
thorough investigations with modern technical knowhow. It is also strange that 4 out of 10 
patients of unexplained category become pregnant within 3 years without having any specific 
treatment. 
 
It is also emphasized that the relative subfertility of onepartner may sometimes be 
counterbalanced by the high fertility of the other. 
 
Faults in the male 
Defective spermatogenesis 
 Obstruction of the efferent duct system  
 Failure to deposit sperm high in the vagina  
 Errors in the seminal fluid 
 
 FSH stimulates spermatogenesis from basal cellsof seminiferous tubules.sertoli cells 
envelope the germ cells and support spermatogenesis. Sertoli cell function is controlled by FSH 
and testosterone. Scrotal temperature should be l-2
 0
F less than the body temperature. LH is 
required for the synthesis of testosterone from the Leydig cells. FSH also stimulates the Sertoli 
cells to produce androgen binding proteins (ABP) and inhibin B. ABP binds to testosterone and 
dihydrotestosterone to maintain the local high concentration of androgens. Spermatogenesis and 
sperm maturation need a high androgenic environment. Inhibin B inhibits FSH secretion. 
Spermatogenesis is controlled predominantly by the genes on Y chromosome. Approximately 74 
days are required to complete the process of spermatogenesis. Additional 12-20 days are needed 
for spermatozoa to travel the epididymis. 
 
Causes of Male Infertility 
The important causes of male infertility are: 
 Hypothalamic-pituitary disorders (1-2%). 
 Primary gonadal disorders (30-40%). 
 Disorders of sperm transport (10-20%) and  
 Idiopathic (40-50%) 
 
Pre – testicular Testiculer Post – testicular 
 Endocrine 
Gonadotropin deficiency 
Obisity 
Thyroid dysfunction 
Hyperprolactinmmeia 
 
 Psychosexual 
Erective dysfunction 
Impotence 
 
 Drugs 
Antithypertensives 
Antipsychotics 
 
 Genetic 
47 XXY (p 229) 
Y Chromosome deletions 
Single gene mutations 
 Immotile Cilia 
(Kartagener Syndrome) 
 Cryptorchidism 
 Infection (Mumps 
orchitis) 
 Toxins - Drugs, Smoking, 
Radiadion  
 Varicocele 
 Immumologic 
 Sertoli cells - Only 
syndrome 
 Primary testicular failure 
 Oligoastheno 
teratozoospermia 
Obstruction of efferent 
duct 
 Congenital 
-Absence of vas deferens 
-(Cystic fibrosis) 
Young‘s Syndrome 
 Acquired infection : 
Tuberculosis, 
Gonorrhea, 
 Surgical : 
Herniorrhaphy. 
Vasectomy 
 
Others 
Ejaculatory failure 
Retrograde ejaculation  
Hypospadias 
Bladder neck surgery  
Congenital 
 Undescended testes 
 The hormone secretion remains unaffected, but the spermatogenesis is depressed. vas 
deferens is absent (bilateral) in about 1-2 percent of infertile males. 
 
 Kartagener syndrome (autosomal disease) 
There is loss of ciliary function and sperm motility. 
 
 Hypospadias causes failure to deposit sperm high in vagina  
 
 ThermalFactor 
 The scrotal temperature is raised in conditions such as varicocele. Varicocele probably 
interferes with the cooling mechanism or increases catecholamine concentration. However, no 
definite association between varicoceles and infertility has been established. 
 
 Infection 
(a) Mumps orchitis after puberty may permanently damage spermatogenesis. 
 
(b) The quality of the sperm is adversely affected by chronic systemic illness like bronchiectasis. 
Bacterial or viral infection of the seminal vesicle or prostate depresses the sperm count. 
 
(c) T. mycoplasma or Chlamydia trachomatis infection is also implicated. 
 
 General Factors 
 Chronic debilitating diseases malnutrition or heavy smoking reduces spermatogenesis. 
Alcohol inhibits spermatogenesis either by suppressing Leydig cell synthesis of testosterone or 
possibly by suppressing gonadotropin levels. 
 
 
 
 
 Endocrine 
 Testicular failure due to gonadotrophins deficiency (Kallmann syndrome) is rare, FSH 
level is raised in idiopathic testicular failure with germ cell hyperplasia (sertoli-cell-only 
syndrome) hyperprolactemia is associated with impotence. 
  Genetic 
 Common chromosomal abnormality in azoospermic male is Klinefelter's syndrome (47 
XXY). Gene deletion have been detected in the long-arm of Y chromosome (Yq) for patients 
with severe oligospermia and azoospermia 
 
 Iatrogenic 
 Radiation, cytotoxic drugs, nitrofurantoin. cimetidine, antihypertensive, anticonvulsant, 
beta blockers,  and antidepressant drugs are likely to hinder spermatogenesis 
 
 Immunological Factor 
 Antibodies against spermatozoal surface antigens may be the cause of infertility. This 
results in clumping of the spermatozoa after ejaculation 
 
 Obstruction of the efferent ducts 
 The efferent ducts may be obstructed by infection like tubercular, gonococcal or by 
surgical trauma (herniorrhaphy) following vasectomy. In Young‘s syndrome, there is 
epididymal obstruction and bronchiectasis. 
 
 Failure to deposit sperm high in the vagina (Coital problems) 
- Erectile dysfunction 
- Hypospasdias 
- Ejaculatory defect—premature, retrograde or absence of ejaculation 
 
 
 
 Sperm abnormality 
- Loss of sperm motility (asthenozoospermia), abnormal sperm morphology 
(roundheaded sperm, teratozoospermia) are the important factors  
- Unusually high or low volume of ejaculate  
- Low fructose content 
- High prostaglandin content 
- Undue viscosity  
 
Objectives of investigation 
 To detect the aetiological factor(s). 
 To rectify the abnormality in an attempt to improve the fertility 
 To give assurance with explanation to the couple if no abnormality is detected 
 
When to investigate? 
   As per the definition, the infertile couple should be investigated after one year of 
regular unprotected exposure with adequate frequency. The interval is however, shortened to 6 
months after the age of 35 of the woman and 40 years of man. 
 
What to investigate?  
The basic investigations to be carried out are : 
(i) Semen analysis 
(ii) Confirmation of ovulation 
(iii) Confirmation of tubal patency 
 
 It is important that both partners should come at the first visit. Detailed general and 
reproductive history should be taken in presence of both. However, the clinical examination of 
each partner is carried out separately. No one is to be blamed. Age, duration of marriage, history 
of previous marriage and proven fertility if any, are to be noted.  
 
 A general medical history should be taken with special reference to sexually transmitted 
diseases, mumps orchitis after puberty, diabetes, recurrent chest infection or bronchiectasis. 
Relevant surgery such as herniorrhaphy, operation on testes. 
  
 Other surgery in the genital area are to be enquired. Occupational history should be 
directed towards exposure to excessive heat or radiation. Enquiry about the sexual history 
includes frequency of intercourse, full penetration of penis inside the vagina or orgasm in right 
time, whether either partner experiencing discomfort or lack of satisfaction. Social habits, 
particularly heavy smoking and alcohol are of importance 
 Examination 
 A full physical examination is performed to determine the general state of health. 
Examination of the reproductive system includes — inspection and palpation of the genitalia. 
 
 Attention should be paid to the size and consistency of the testicles. Testicular volume 
(measured by an orchidometer) should be at least 20 cm
3
. Presence of varicocele should be 
elicited in the upright position. 
 
 Routine investigations include urine and blood examination including postprandial 
sugar. 
 
 Seminal fluid analysis - This should be the first step in investigation.because, if 
some gross abnormalities are detected (example being absence of sperm) the couple should be 
counselled for the need of assisted reproductive technology. 
 
Collection 
 The collection is best done by masturbation failing which by coitus interruptus. The semen 
is collected in a clean wide mouthed dry glass jar. The sample so collected should be sent tothe 
laboratory as early as possible so that the examination can be performed within two hours. The 
coitus should be avoided for 2-3 days prior to the test. 
 
 
 
 
 
Normal values 
Normal  Semen values as suggested by WHO (1999) 
Volume 2ml or more 
pH 7.2- 7.8 
Sperm Concentration  20 Million /Ml or more  
Total Sperm Count  Above 40 Millions per ejaculate 
Motility 50% or more 
Morphology 15% or more 
Viability 75 % or more living 
Lecocytes Less than 1 million per ml 
Sperm agglutination < 2 (Scale 0 -3) 
 
 The figures given are an average. Considerable variation occurs from person to person and 
at different times in any one individual. 
 
 It should be borne in mind that the sperm count gives reflection of the man's health status 
74 days back, when actually the spermatozoa were produced. 
 
 As previously mentioned, there is wide range of normalcy and it is not wise to interpret 
the analysis as abnormal, if the values are found lower than mentioned. However, one should 
repeat the test at least twice at about two and half months interval, if the report is abnormal. 
 
 In selected cases, biochemical tests of creatine phosphokinase and reactive oxygen 
species are done as sperm function tests. Creatinine phosphokinase helps sperm transport while 
reactive oxygen specis and the peroxides interfere with sperm function. 
 
 Normal male fertility requiresa count of over 20 million spermatozoa per ml and a 
progressive motility of over 25 per cent. However, it is not rare to have pregnancy with a sperm 
count of 5 million per ml. If the semen analysis is normal and the wife confirms that ejaculation 
takes place in her vagina, no further investigations are needed in the male. Semen values normally 
vary widely. Two properly performed semen analysis at least 4 weeks apart should be done when 
one report is abnormal.  
 
In depth evaluation 
These are needed in cases of, 
 (a) Azoospermia 
 (b) Oligospermia 
 (c) Low volume ejaculate 
(d)  Problems of sexual potency 
 Further diagnostic protocols has been appropriately designed 
 
Serum FSH, LH, testosterone, prolactin, and TSH  
 Testicular dysfunction causes rise in FSH and LH. Low level of FSH and LH suggest 
hypogonadotrophic hypogonadism. Leydig cell dysfunction causes low testosterone and high LH 
level. Elevated prolactin due to pituitary adenoma may cause impotency. 
 
Fructose content in the seminal fluid  
Its absence suggests congenital absence of seminal vesicle or portion of the ductal system or both 
 
Testicular biopsy  
Is done to differentiate primary testicular failure from obstruction as a cause of azoospermia or 
severe oligospermia .The biopsy material is to be sent in Bouin's solution and not in formol saline. 
 
Transrectal ultrasound (TRUS) 
Is done to visualize the seminal vesicles, prostrate and ejaculatory ducts obstruction. Indicatios of 
TRUS are,  
1) Azoospermia or severe oligospermia with a normal testicular volume. 
2) Abnormal digital rectal examination 
3) Ejaculatory duct abnormality  
4) Genital abnormality 
 
Vasogram is a radiographic study done to evaluate the ejaculatory duct obstruction. It is mostly 
replaced by TRUS. 
 
Karyotype analysis  
 This is to be done in cases with azoospermia or severe oligospermia and raised FSH. 
Klinefelter's syndrome (XXY) is the commonest Micro deletions of long arm Y chromosome can 
also cause severe seminal abnormalities. 
 
Immunological tests 
 Two types of antibodies have been described- sperm agglutinating and sperm 
immunobilishing; the latter is probably related to infertility. The antibodies are produced 
following infection (orchitis), trauma or vasectomy. These antibodies can be detected from the 
serum by the sperm immobilizing test. Presence of sperm antibodies in the cervical mucous is 
demonstrated by post – coital test. 
 
 Presence of plenty of pus cells requires prostatic massage. The collected fluid is to be 
examined by staining and culture to detect the organisms and appropriate antibiotic sensitivity. 
 
Treatment of male is indicated in 
(i) Extreme oligospermia 
(ii) Azoospermia 
(iii) Low volume ejaculate  
(iv) Impotency 
(v) Management is often difficult and unsatisfactory 
 
 To improve spermatogenesis the following measures may be helpful General care: 
Improvement of general health, reduction of weight in obese, avoidance of alcohol and heavy 
smoking are of help. 
 
Medications that interfere spermatogenesis should be avoided in hypogonadotropic-
hypogonadism the disorders of spermatogenesis can be treated with the following therapy with 
varying success. 
 
hCG 5000 IU intramuscularly once or twice a week is given to stimulate endogenous testosterone 
production. 
 When the patient is found to be azoospermic and yet testicular biopsy shows normal 
spermatogenesis, obstruction of vas must be hMG or pure FSH (75-150 IU) is added to hCG 
when there is no sperm in the ejaculate with hCG alone. 
 
 Dopamine agonist (cabergoline) is given in hyperprolactinemia to restore normal prolactin 
and testosterone level. This improves libido, potency and fertility 
 
 Pulsatile GnRH therapy in infertile male with GnRH deficicncy (Kallmann‘s syndrome) is 
effective. It is administered by minipump infusion. Target is to maintain normal adult male LH 
levels. Cases with hypogonadotropic hypogonadism may also respond with GnRH therapy 
 
 Hypergonadotropic-hypogonadism, no form of medical treatment can improve fertility in 
men. Treatment options available are insemination with donor sperm or adoption when no sperm 
is available. IVF with ICSI may be done in cases with severe oligospermia 
 
 Clomiphene citrate 25 mg orally daily for 3 months is given. It increases serum level of 
FSH, LH and testosterone 
 
 Presence of antisperm antibodies in the male and its significance is unclear. Currently 
intrauterine insemination (IUI) is the choice of treatment for such cases. 
 
 Leukocytospermia: Genital tract infection needs prolonged course of antibiotics. 
Generally doxycycline or erythromycin is given for a period of 4-6 weeks depending on the 
response. However, leukocytospermia does not always predict infection and it may not have any 
effect on fertility 
 
 Retrograde ejaculation: Phenylephrine (a-adrenergic agonist) is used to improve the tone 
of internal urethral sphincter. Sperm may be recovered from the neutralized urine. Processed 
spermatozoa could be used for IUI. 
 
 Teratospermia, asthenospermia: Specific causes are unknown. No treatment is available. 
Donor insemination (AID) is the option. 
Genetic abnormality:  
 Artificial insemination with donor sperm (AID) is the option as no other treatment is 
availablesuspected. This should be corrected by microsurgery -vasoepididy inostomy or 
vasovasostomy. After vasovasostomy patency is obtained in about 80 percent of cases and 
pregnancy rate is about 50 percent  
 
 Surgery for varicocele for improvement of fertility is not helpful. Hydrocele is corrected 
by surgery. 
 
 Orchidopexy in undescended lesies should be done between 2-3 years of age to have adequate 
spermatogenesis in later life. 
 
 Psychosexual treatment may be of help. Hyper- prolactinaemia needs further investigation and 
treatment. For erectile dysfunction sildenafil (25-100 mg) or tadalafil ( 10-20 mg) is currently 
advised. A single dose (depending on response) is given orally one hour before sexual activity. In 
unresponsive cases, artificial insemination is to be thought of. 
 
Assisted reproductive technology (art) for male infertility. 
 Prospect of male infertility has improved significantly with the advent of ART. IUI,TESE, 
PESA, MESA and intracytoplasmic sperm injection (iCSI) are now the treatment available for 
infertile males . 
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Materials and method 
Study enrollment 
 The 40 patients were selected from the out patients department (OPD) and inpatients 
department (IPD) of Government Siddha Medical College, Palayamkottai with the clinical 
symptoms of ‗Aann maladu‘ . Those patients were screened using the screening proforma 
(Form-I) and examined clinically for enrolling in the study based on the inclusion and 
exclusion criteria. Based on the inclusion criteria the patients will be included first and 
excluded from the study on the same day if they hit the exclusion criteria. 
 
 The patients who were enrolled in this study was informed about the study (Form IV-A). 
The information was given to the patients in their own language with understandable 
form. 
 
 After ascertaining the patients‘ willingness, a written informed consent obtained from 
them in the consent form (Form IV). 
 
 Unique registration card in which patients Register number of the study, Address, Phone 
number and Doctors phonenumber etc. was given. 
 
 Complete history, complaints and duration, examination findings all were recorded in the 
prescribed proforma in the history and clinical assessment forms separately. Screening 
Form- I was filled up; Form I-A, Form –II and Form –III was used for recording the 
patients‘ history, clinical examination of symptoms and signs and lab investigations 
respectively.  
 
 
 
 
 
Inclusion criteria:                                                                                                             
 Undiagnosed patient with related symptoms. 
 Age 23 to 50 years 
 Male Patient 
 History of not getting child after 2 years of marriage.  
 Patients who are willing to give semen, blood and   urine  for laboratory investigation 
 
 Exclusion criteria: 
 Diabetes mellitus 
 Hypertension 
 Hydrocele  
 Erectile dysfunction 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Flow chart of the design 
 
 
 
Methodology 
Patients screened (with inclusion 
and exclusion criteria) 
Healthy volunteers 
selected 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Investigations during the study: 
 The patients were subjected to basic necessary laboratory parameters during the study 
 
Treatment during the study: 
 Normal treatment procedure followed in GSMC will be prescribed to the study patients 
and the treatment will be provided at free of cost.  
 
Study period 
 Total period                                       -  24 months 
 Recruitment for the study                  -  Up to 22 months 
 Data entry analysis                            - 1  month 
 Report preparation and submission    -  1  month 
 
Data management 
 After enrolling the patient in the study, a separate file for each patient were opened and all 
forms were filed in the file. Study No. and Patient No. were on the top of file for easy 
identification and arranged in a separate rack at the concerned OPD unit. Whenever study 
patient visits OPD during the study period, the respective patient file were taken and 
necessary recordings were made at the assessment form or other suitable form. 
 
  The screening forms were filed separately 
 
 The Data recordings were monitored for completion and adverse event by HOD and 
Faculties of the department.  Any missed data found in during the study, were collected 
from the patient, but the time related data were not be recorded retrospectively 
 
 All collected data were entered using MS access/excel software in the computer. 
 
 
Statistical analysis       
 All collected data were entered in to computer using MS Access/MS Excel software by 
the investigators.  Descriptive analyses were made and necessary tables/graphs were generated to 
understand the profile of patients included in the study. Then statistical analyses for significance 
of different diagnostic characteristics were done. Student‗t‘ test and chi-square test were proposed 
to be performed for quantitative and qualitative data. 
 
Outcome of study 
 Evaluation of the ancient semen analysis  technique                                                                                           
 Cost Effective  Diagnosis 
 It helps to promotion of self-diagnosis methods  
 It is very useful for Remote Areas, where the lab facility is not available 
 Natural diagnostic tool. 
 
Ethical issues: 
 To prevent any infection, while collecting blood sample from the patient, only    
disposable syringes, disposable gloves, with proper sterilization of lab equipments was be 
used               
 The data collected from the patient was be kept confidentially 
 The patient was be informed about the diagnosis 
  After the consent of the patient (through written consent form) they were  enrolled in the 
Study 
 Informed consent were obtained from the patient explaining in the understandable 
language to the patient 
  This study involves only the necessary investigations 
 No other unwanted investigation would be done 
 Normal treatment procedure followed in GSMC and Hospital will be prescribed to the 
study patients 
  There were no infringement on the rights of the patient.  
 
 
Assessment forms 
Form –I              screening and selection Pro-forma 
 
Form –IA           History Pro-forma on enrollment 
 
Form    II           Clinical Assessment on enrollment 
 
Form –III           Laboratory investigations on enrollment, during the study  
 
Form –IV           Consent form 
                            (Vernacular and English versions) 
 
Form -IV- A      Patient Information sheet (Vernacular and English versions) 
 
 
 
 
 
 
 
. 
 
 
 
Results and Discussion  
 The 40 patients were selected from outpatient department (OPD) at the Government 
Siddha Medical College, Palayamkottai, Tamil Nadu according to the criteria for inclusion and 
exclusion. The patients will be investigated according to the Siddha diagnostic methods and 
modern diagnostic methods. In Siddha diagnostic method Sparism (Palpation), Naa (tongue), 
Niram (colour), Mozhi (speech), Vizhi (eyes), Malam (stools),Moothiram (urine) andNaadi 
(Pulse) were observed. Further Neikuri, Semen analysis and Manikadai were examined according 
to Siddha diagnostic methods. In modern aspect Semen analysis such as sperm count and fructose 
were analyzed. All the data were recorded in specific pro forma. 
 1. Age  
 
Chart  1 
 
As shown in the chart, among the 40 patients 25 % of patients are between age of 21 – 31, 65 
% of patients are in 31 – 41 and 10% of patients are in above the age 41.  
 
 
 
 
2. Occupation 
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 Chart 2 
As shown in the chart 90 % of patients jobs are related with standing position and 10 % of 
subjects are related with seated position. 
 
3. Educational status 
 
Chart 3 
As shown in the chart 50 % of the subjects are educated up to grade 10 and 50 % subjects are 
degree holders.  
4. Habit 
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 Chart 4 
As shown in the chart 80 % of the subjects are non smokers, 80% of subjects are non alcoholic 
and 95  % subjects non betel chewers. 
 
5. Consanguinity marriage 
 
Chart  5 
As shown in the chart there is no grade 1 and 2 consanguinity marriage. 95 % of subjects were in 
grade 4 and 5 % of subject was in Grade  
(Grade 1 -Parent /Child  ; Grade 2 -Sibling; Grade 3- Aunt,Uncle,Niece,Nephew; Grade 4 -
Others) 
6.Naa (Tongue) 
6.1 Niram (Colour of the tongue) 
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Chart  7 
As shown in the chart 80 % of patients had normal tongue and 15 % and 5 % of patients had 
pallor and hyper pigmented respectively. 
 
6.2 Texture of tongue 
 
Chart  8 
As shown in the chart 50 % of subjects were in normal tongue and each dryness and coated were 
in 25 % of subjects 
6.3 Fissures of the tongue 
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 Chart  9 
As shown in the chart 10 % of subjects had fissures in tongue and 90 % had normal tongue. 
 
7. Niram (Colour of the skin) 
 
Chart  10 
As shown in the chart 30 % of patients were fair and 60% and 10 % of patients were brown and 
dark in colour respectively. 
 
8. Mozhi (Pitch) 
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 Chart  11 
As shown in the chart 15 % and 5% of patients had high and low pitch respectively and 80% of 
patients were in normal pitch. 
 
9. Vizhi (Eye) 
9.1 Colour of Ven vizhi (Sclera) 
 
Chart  12 
As shown in the chart 90 % of patients had normal (white) colour sclera and 10% of patients had 
yellow colour sclera. 
 
9.2 Colour of the conjunctiva 
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 Chart  13 
As shown in the chart 88.23 % of patients had normal (white) colour conjunctiva and 11.76 % of 
patients had pale colour conjunctiva. 
 
10. Sparisam 
10.1 Temperature 
 
 
Chart  14 
As shown in the chart 76.47 % of patients had heat and 17.64%  and 5.88% of patients had 
Normal and cold skin respectively. 
10.2 Dryness of the skin 
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Figure 15 
As shown in the chart 52.94 % of patients had dry skin and 47.05 % of patients had normal skin. 
 
11. Malam (constipation) 
 
 
Chart 16 
As shown in the chart 23.52 % of patients had constipation . 
 
12.  Naadi  (Pulse) 
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 Chart 17 
As shown in the chart 52.94 % of patients had Pitthakabham and 47.05 % of patients had 
Pitthavathamnaadi. 
 
13. Urine  
13.1 Colour of the Urine 
 
 
Chart 18 
As shown in the chart 64.7 % and 29.41 % of patients dark yellow and light yellow colour urine 
respectively. 5.88 % of patient had clear urine. 
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Chart 19 
As shown in the chart 55 % of patients had frothy urine. 
 
13.3 Manam (Smell) 
No patient had abnormal smell  
 
14. Nei kuri 
14.1 Shape of the oil drop 
 
Chart 20 
As shown in the chart 90% of patients had irregular shape and 10 % of patients had pearl shape 
oil spreading. 
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14.2 Spreading of oil in the urine 
 
 
Chart 21 
As shown in the chart 90 % of patients had slow spreading and 10 % of patients had no spreading 
of oil in the urine. 
 
15. Manikkadai 
 
Chart 22 
As shown in the chart 80 % of patients had manikkadai between 8 ½ - 9 ½ and 20 % of patients 
had manikkadai between 10 ½ - 11 ½ . 
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16. Sperm count  
 
Chart 23 
As shown in the chart 90 % of low sperm count.  The sperm count is absent in 10 % of patients. 
 
17. Fructose analysis 
 
Chart 24 
As shown in the chart 90 % of having fructose positive in semen analysis.  The fructose was not 
detected in 10 % of patients. 
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18. Pancha patchi  
 
Chart  25 
Among the 40 cases 45% of patients consult in Valarpirai period and 55% of patients consult 
in Theipiraiperiod. 
 
18.1 Theipirai 
 
Chart  26 
As shown in the chart, among the 22 patients, 72.72% of patients were affected byPittham. 22.72 
% and 4.54 % of patients were affected by Vatham and Kabhamrespectively. 
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 Chart  27 
As shown in the chart, among the 18 patients, 77.77 % of patients were affected by Pittham. 
11.11 % and 11.11 % of patients were affected byVatham and Kabham respectively. 
 
18.3 Aadharangal 
 
 
Chart  28 
As shown in the chart 75 % of patients were affected in Swadhittanam. 15 % and 10 % of patients 
were affected in manipuragam and Anagatham. 
Discussion 
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 The author has selected ‗Aann maladu‘ for the dissertation, because it is one of the 
significant social, medical & economic burden for individual & the society. World widely it 
affects average 25% of couples. World Health Organization (WHO) estimate, infertility affects 
one in six couples worldwide, and it is known that the male is involved in up to 50 % of cases, 
currently. In India infertility is a common and distressing problem. 
 
 Further diagnosis and trace the cause of infertility are essential to the treatment. Currently 
a number of scientific laboratory parameters available to detect the infertility in the modern 
medical practice. Even though thesaints have used number of parameters to detect the infertility 
and find out the etiology, whereas all the techniques that described by saints were hided 
according to various reasons. Some printed literatures written by the ancient saints, described 
these techniques in the form of verses.  It is essential to discover all these techniques practically 
to explore to the world. Scientific research is a method to explore the Siddha diagnostic methods 
for Aann maladu (infertility) to the world. Modern diagnostic methods used for the confirmation 
studies only.  
 
 40 patients were selected from outpatient department (OPD) at the Government Siddha 
Medical College, Palayamkottai, Tamil Nadu according to the criteria for inclusion and exclusion. 
The author have document the Siddha diagnostic method such as ancient technique of semen 
analysis, Ennvagai thervu, Nei kuri, Manikkadai and Iympul Iyakka Vidhi (Panchapatchi), to 
diagnose the male infertility (Aann maladu) through this study. It will be useful to not only 
Siddha system of medicine also to the entire world. 
 
 Among the 40 patients 25 % of patients were between the age of 21 -31.  Rests of the 
patients were above 31years. 50 % of patients were high educated and 5 % of patients had grade 4 
consanguinity marriage. There are various causes of infertility as anatomical, pathological, 
environmental and occupational.According to the data 90 % of patients jobs are related with 
standing position and 5 % of patients are liability to driving.  Thus it may be a cause for 
infertility. Based on the habits more than 80 % of patients are non-smokers and non-alcoholic. 
According to the review of literature alcohol and smoking are the causes for male infertility. So 
further studies need to prove the correlation between habit and male infertility. 
 
 According to the Ennvagi thervu, 15% and 5% of patients were observed Pallor and hyper 
pigmented tongue. Each 25 % of patients had dryness and coated tongue. Only two patientshad 
fissures in tongue. 60 % of patients were in brown in colour. 30 % and 10% were fair and dark 
respectively. 80 % of patients had normal pitch in their voice. 15% and 5 % of patients had high 
and low pitch.10 % of patientshad yellow colour sclera and 15 % of patients had pale conjunctiva. 
75 % of the patients had body heat. 55 % of patients had dryness of the skin. 55 % of patients had 
Pittha kabham naadiand 45% of patients had Pittha vatham naadi. 65% and 30 % of patients dark 
yellow and light yellow colour urine respectively. 5% of patient had clear urine. Abnormal smell 
was not sensed in any patients. 55 % of patients had frothy urine. The quotation also mentioned 
the patients who are having infertility are having frothy urine. Thus further study needed to 
confirm the above statement.  
 
 In the Nei kuri method 90 % of patients had irregular shape oil drop (Fig No. 01) and 10 
% of patients had pearl shape (Fig No.02). 90 % of patients had slow oil spreading in urine. The 
oil drop doesnot spread in urine in 10 % of patients. 80 % of patients had manikkadai between 8 
½ - 9 ½ and 20 % of patients had manikkadai between 10 ½ - 11½. According to Noi naadal Noi 
mudhal naadal thirattu (Part – 1) mentioned, manikkadai for thathunastam is 8 ½ . It is 
significantly correlated with the cases of infertility. 
 
 According to the review of literature Iympul iyakka vithi is one of the important 
diagnostic tools in Siddha medicine. This method is based on the period. Among the 40 patients 
45% of patients consult in Valarpirai period and 55% of patients consult in Theipiraiperiod. 
Among the 55% of patients, 72.72% of patients were affectedby Pittham. 22.72 % and 4.54 % of 
patients affected byVatham and Kabham respectively. Among the 18 patients, 77.77 % of patients 
were affected byPittham. 11.11% and 11.11% of patients affected byVatham and Kabham 
respectively.Pitthakabham and Pitthavatham are the main naadi affected in infertility. This is 
correlated with Iympul iyakka vithi. Swadhittanam was affected in 75 % of patients. 
Manipuragam and Anagathamwas affected in 15 % and 10 % of patients. Male reproductive 
organ is located in the Swadhittanam. According to Iympul iyakka vithi the most affected area is 
swadhittanam. Further 50 % of patients zordiac sign is Simmarasi and 30% of patients zordic sign 
is Meenarasi. 
 Further the author had analysed the semen to confirm the Aann maladu according to 
modern diagnostic method such as sperm count and fructose analysis. In Semen analysis 90 % of 
patients had low sperm count. The sperm count is nil in 10 % of patient. The patients who were 
had low sperm having fructose thus the fructose is absence in patients who had no sperms. 
  The male infertility can be diagnose via through the Naadi, Neer kuri, Nei kuri, 
Manikkadai and Iympul iyakka vithi. However it more significant with Nei kuri, Manikkadai and  
Iympul iyakka vithi. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
Summary 
 Aann maladu is classified as a disorder under Yugi munichikitcha saaram. The quotation 
was found in Mahalir Maruththuvam text book. The aim of this study was to evaluate and 
document the ancient semen analysis technique in the Aannmaladu.Review of literatures and 
diagnostic methods were collected by the author from various texts.The ancient diagnostic 
methods were mentioned in organized according to Yugi munichikitcha  saaram. 
 
 40 cases were analyzed for this work according to inclusion and exclusion criteria.  
Proforma was maintained for this analysis for the 40 cases. Semen analysis such as floating of 
semen in the water and in urine, Neer kuri, Nei kuri, Naadi, Manikkdai and iympul iyakka vithi 
were observed and discussed. 
 
 In the Nei kuri irregular shape of oil drop was observed with slow spreading and in neer 
kuri majority of patients had yellow colour urine and frothy urine. There are two types of naadi 
was observed among the 40 cases such as Pittha kabham and Pittha vatham. Most of patients had 
manikkadai between 8 ½ - 9 ½. In Iympul iyakka vithi, the maximum patients consult in theipirai 
and maximum patients were affected by pittham. Swadhittanamis the area affected by maximum 
number of patients according to iympul iyakka vithi. 
 
 According to above observation the Aann maladu can be diagnosed above mentioned 
methods. 
 
 
 
 
 
 
 
 
 
 
Conclusion 
  
 The Siddha system of medicine is one of the ancient traditional systems molded by Siddhars. 
Siddhars used their supernatural wisdom to keep the world healthy as invent the wonderful 
medicines as well as design life style methods to prevent and cure the diseases. In addition they 
devise and propounded the diagnostic methods to diagnose the disease. 
 
The character of the semen and sugar content of semen in Aann maladu was mentioned under 
Yugi munichikitcha saaram and semen analysis such as floating of semen in the water or in the 
urine and frothy urine also mentioned. The aim of this study was to evaluate and document the 
ancient semen analysis technique in the Aann maladu.Further Ennvagai thervu, Nei kuri, 
Manikkadai and Iympul iyakka vithi  also observed in this study. 
 
40 cases were analyzed for this work according to inclusion and exclusion criteria.  Proforma was 
maintained for this analysis for the 40 cases. Semen analysis such as floating of semen in the 
water and in urine, Neer kuri, Nei kuri, Naadi, Manikkdai and iympul iyakka vithi were observed 
and discussed. 
 
In the Nei kuri irregular shape of oil drop was observed with slow spreading and in neer kuri 
majority of patients had yellow colour urine and with frothy. There are two types of naadi was 
observed among the 40 cases such as Pittha kabham and Pittha vatham. Most of patients had 
manikkadai between 8 ½ - 9 ½. In Iympul iyakka vithi, the maximum patients consult in theipirai 
and maximum patients were affected by pittham. Swadhittanamis the area affected by maximum 
number of patients according to iympul iyakka vithi. But in the semen analysis the semen dose not 
float in the water or urine.    
 
According to above observation the Aann maladu can be diagnosed above mentioned ancient 
techniques without semen analysis. Further studies have been needed for semen analysis to prove 
the Aann maladu. 
 
  
LINE OF TREATMENT 
 
‘tpNurdj;jhy; thjk; jhOk;’; 
 To Decrease the Vathakutram, first purgative medicine had been given. 
 For vatha kutram increased patients thuvarppu suvai medicines had given  
 
‘tkdj;jhy; gpj;jk; jhOk;’ 
 To Neutralise the pitha kutram, Vomitting inducing medicine had been given 
 For pitha kutram increased patients Inippu Kaippu Thuvarppu suvai medicines had given  
 To Normalise the kaba kutram, Seetha veeriyam medicine had been given 
 For Kabham Kutram increased patients Karpu, Pulippu, Uppu, suvai medicines had given  
 Then to improve the veneer thathu medicine to be given 
 To neutralize the kabha and regulate the pitham and vaatham  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
DIET AND ADVICE 
Diets to be added 
 jhsp KUq;ifj; jio J}Jsk;griy 
 thspyW fPiuAnea; thHj;Jz;zp - yhzpnad 
 tpQ;RthH Nghfj;jpy; tPk;Giuj;j ngz;fnsy;yhk; 
 nfQ;RthH gpd;thq;fpf; Nfs; 
- Fzghlk; Kypif 
      (Gunapadam - Part - 1 - page - 326) 
Vegetarian diet  
The following vegetables, fruits increases spermatogenisis activities and good erectile function. 
fPiu  - eWe;jhsp> ed;KUq;if> J}Jzk;> gfiy> mWfPiu 
G+  - thio> J}Jtis 
fha;  - KUq;if fha;> KUq;if gpQ;R 
gok;  - khk;gok;> ehty;> jpuhl;ir> khJis 
tpj;Jf;fs; - Ke;jphp> ghjhk;> thJik> KUq;if 
 
Non - vegetarian diet 
The below Non veg diet causes libido 
,iwr;rp - nts;shL 
gwitf;fwp - Nfhopf;fwp> nfsjhhp> thdk;ghb> fpSit 
kPd;  - this> tpyhq;F 
 
 One must avoid oily and spicy foods 
 To regulate body temperature patient advised to take plenty of water 
 - Patient was advised to take fruits like banana, pomegranate, Guava, grapes, mango to 
improve the semen production.  
 - Patient was advised to take food items rich in vitamins and micronutrients (Flat bean, 
Bengal gram, Cashew nut, egg, spinach, drumstick, sea crab, garlic, etc  
 - Day sleep should be avoided 
 - The seeds of the fruit improve the semen count. 
 
 
 
Diets to be restricted 
nfhs;S, khq;fha;, ghfw;fha;, mfj;jpfPiu 
 
 Life style management: 
 Advice to avoid using of alcohol and  smoking 
 Try to be relaxed and do exercise daily 
 Advice not to wear tight dresses like jeans pant, tight inner wears.  
 Patients are adviced to take oil bath twice in a week  
 Patients are adviced to take bath in river or take cold water bath                      .  
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GOVERNMENT SIDDHA MEDICAL COLLEGE AND HOSPITAL, 
PALAYAMKOTTAI. 
DEPARTMENT OF PG NOI NAADAL 
A CLINICAL STUDY ON STANDARDIZATION OF SIDDHA DIAGNOSTIC 
METHODOLOGY, LINE OF TREATMENT AND DIETARY REGIMEN FOR 
“AANN MALADU”(MALE INFERTILITY) 
FORM I 
SCREENING AND SELECTION PROFORMA 
         Date: 
1. S.No   ________      
2.  O.P No ________   I.P.No ________   Bed No: ________  
3. Name of the patient ______________                    
4. Age (years):                     
5. Gender: M           F      F 
 
6. Occupation: ____________________   
 
7. Income:       ____________________ 
 
8.Address:      
__________________________________________________________ 
   
__________________________________________________________ 
   
__________________________________________________________ 
9.Contact No: _________________________________________________ 
 
 
10. E-mail  : __________________________________________________ 
 
CRITERIA FOR INCLUSION:  
                                                                           YES               NO 
1. Age between 20 and 50 years  
2. Only undiagnosed patients with related symptoms  
3.Male patient 
4. History of not getting child after 2 years of marriage     
5.Ready to give semen, urine samples when ever needed                                                                           
       
CRITERIA FOR EXCLUSION:                                                                           
                                                                                      YES                   NO  
1. Diabetes mellitus  
2. Hypertension   
3. Hydrocele  
4. Erectile dysfunction 
 
 
Date:              Signature: 
GOVERNMENT SIDDHA MEDICAL COLLEGE AND HOSPITAL, 
PALAYAMKOTTAI. 
DEPARTMENT OF PG NOI NAADAL 
A CLINICAL STUDY ON STANDARDIZATION OF SIDDHA DIAGNOSTIC 
METHODOLOGY, LINE OF TREATMENT AND DIETARY REGIMEN FOR 
“AANN MALADU”(MALE INFERTILITY) 
       FORM I-B 
ANCIENT SEMEN ANALYSIS TECHNIQUES 
Selection of Healthy volunteers: 
I. Age groups (20-30years)             
II. Age groups (30-40years)            
III. Age groups (40-50years)       
Semen Analysis: 
I. Take 1ml / 2ml/ 3ml of semen in a closed container. 
       YES   NO 
  1. Color change                              ____________ 
  2. Semen sinks in water                                       ____________ 
  3. Odor change                                                    ____________ 
  4. liquification time (min)                                    ____________ 
                    5. Fructose present                                             ____________ 
                    6. Other Changes                                                ____________ 
GOVERNMENT SIDDHA MEDICAL COLLEGE AND HOSPITAL, 
PALAYAMKOTTAI. 
DEPARTMENT OF PG NOI NAADAL 
A CLINICAL STUDY ON STANDARDIZATION OF SIDDHA DIAGNOSTIC 
METHODOLOGY, LINE OF TREATMENT AND DIETARY REGIMEN FOR 
“AANN MALADU”(MALE INFERTILITY) 
FORM I-A 
HISTORY PROFORMA 
1. SI.No of the case:  ____________                      Reg. No: ___________ 
2. Name of the patient:  _______________________ Height: ______ cms   
   Weight: ______ Kg 
3. Age (years): _________          
4.Date Of Birth:                                                                                    
                                       D  D          M M            Y E A R                                                                         
5.Time Of Birth: _______________________                                                                                  
                                                                                              
6.Zodiac Sign :    _______________________                                           
                                                                                                                                                                                                                                       
7.Star Sign:       _______________________                                                                                    
                                                                                                                  
8.Full Moon Day/NewMoonDay                                                                                                                                                                                 
Crescent Moon / Wanning moon     (On the day of birth) _____________                      
9.Time of arrival: 
10. Educational Status: 
1) Illiterate          2) Literate     3) Student        .  
4) Graduate/ Post graduate  
11. Nature of work:  
                    
 1) Sedentary work 
 2) Field work with physical labour 
 3) Field work Executive 
                         12. Complaints and Duration:   
 
 
 
 
 
 
13. History of present illness: 
 
    
 
 
 
 
 
14. History of Past illness:  
 
 
 
 
                   
15. Habits:  
                                                                               1. Yes             2.  No  
Smoking      
 (A.cigarette /B.Beedi No. of packets/day)          __________________                   
           Yes              No     Quantity  
Alcohol    (Occasional/Regular/day)      _______              
Drug Addiction                                                  _______ 
 
Betel nut chewer:                                                                    _______ 
 
Tea   (No. of times/day)                             _______              
                                                                                                           
Coffee       (No. of times/day)                 _______  
 
Milk                                                                                        ________ 
                
Type of diet              V                   NV                     
16. Personal history: 
Marital status:   Married             Unmarried   
Consanguineous Marriage:    
No. of children: Male:   _____   Female:   _____   
 
 
17. Family history:  
 History of similar symptoms         Yes     No 
Father                                                            
Mother                                                         __________________ 
  Others     __________________ 
 
18. GENERAL ETIOLOGY FOR “AANN MALADU” 
                                                            Yes         No                        
 
1.Mega noi 
2.Metabolic disorder 
    (Valarsithai matra seerkedu) 
   3.Jaundice 
   4.Hormonal disorders 
   
   5.Viral infections (ammai noi)  
  
   6. Occupation 
  
   7. Traumatic Cause 
  
14. CLINICAL SYMPTOMS OF “AANN MALADU” 
 
                                                                        Present                       Absent                                 
 
       1. Frothy urine 
 
       2. Loss of appetite 
 
       3. Constipation  
 
       4. Painful coitus 
 
       5. Burning Micturation 
       
       6. Increased Body Temperature 
  
 
 
                         
 
 
 
  
GOVERNMENT SIDDHA MEDICAL COLLEGE AND HOSPITAL, 
PALAYAMKOTTAI. 
DEPARTMENT OF PG NOI NAADAL 
A CLINICAL STUDY ON STANDARDIZATION OF SIDDHA DIAGNOSTIC 
METHODOLOGY, LINE OF TREATMENT AND DIETARY REGIMEN FOR 
“AANN MALADU”(MALE INFERTILITY) 
FORM II 
CLINICAL ASSESSMENT 
 
1. Serial No: ________                                        Reg. No: ___________ 
                                                                                                                                                                                                             
2. Name: ________________ 
            
3. Date of birth: 
          D  D    M   M       Y   E  A  R 
 
4. Age:   _______ years          
5. Date:  ___________ 
 
GENERAL EXAMINATION: 
    1. Height: ________ cms.   
  
    3. BMI ______ (Weight Kg/ Height m2)                                                 
    4. Temperature : ________ (°F):         
  
    5. Pulse rate: ________ /min                                         
 
    6. Heart rate: ________/min         
 
   7. Respiratory rate: ________ /min                             
  
   8. Blood pressure: ________  mmHg                                 
                                      
   9. Pallor           :  Present  Absent _____________ 
                                                          
  10. Cyanosis          :  Present  Absent  ____________                                                        
                                                        
  11. Clubbing          :  Present     Absent       ____________                                                           
  12.  Pedal edema          :          Present     Absent         ___________              
  13. Jugular vein pulsation: Present     Absent         ___________              
  14. Lymphadenopathy   : Present     Absent         ___________                                             
               
  
VITAL ORGANS EXAMINATION 
                                      Palpable   Not-Palpable 
 
1.Stomach                                    ___________ 
 
2. Liver                                         ___________ 
 
3. Spleen                                      ___________ 
 
4. Kidney                                     ___________ 
   Normal Affected 
5. Heart                                         ___________ 
 
6. Lungs                                       ___________ 
 
7. Brain                                         ___________     
SYSTEMIC EXAMINATION: 
               1. Gastrointestinal System    ________________________ 
               2. Respiratory System          ________________________ 
               3. Cardio Vascular System       ________________________ 
               4. Central Nervous System       ________________________ 
               5. Endocrine System               ________________________ 
               6. Uro Genital System: 
 
a) Anatomy Of Penis        Normal               Abnormal                _____________ 
 
b) Scrotum  Present  Absent 
Inspection - Swelling                                       ______________ 
Palpation – Tenderness                                                         ______________ 
c) Testis                                             Present                Absent 
Both Testis                                           
Inspection - Swelling   
Palpation - Tenderness 
Varicocele  
SIDDHA SYSTEM OF EXAMINATION 
 
[1] ENNVAGAI THERVU [EIGHT-FOLD EXAMINATION] 
 
  I. NAADI (KAI KURI) (RADIAL PULSE READING) 
 
 (a)  Naadi Nithanam (Pulse Appraisal) 
1. Kaalam (Pulse reading season)      
                        1. Kaarkaalam                               2.Koothirkaalam 
                            (Rainy season)                              (Autumn) 
 
                        3. Munpanikaalam                         4.Pinpanikaalam 
                                (Early winter)                            (Late winter) 
 
                       5. Ilavenirkaalam                            6.Muthuvenirkaalam  
                          (Early summer)                               (Late summer)        
 
 
  2. Desam (Climate of the patient’s habitat) 
 
                                      1. Kulir                         2. Veppam 
                                         (Cool)                                (Hot) 
 
 
3. Vayathu (Age)    1. 1-33yrs              2. 34-66yrs              3. 67-100 
 
 
4. Udal Vanmai (General body condition) 
 
                            1. Iyyalbu                   2. Valivu                   3.Melivu 
                                                                                
5. Naadiyin Vanmai (Expansile Nature)      
       
                                          1. Vanmai                     2.Menmai  
 6. Panbu (Habit) 
               1. Thannadai                      2. Munnokku           3.Pinnokku 
                   (Playing in)                       (Advancing)            (Flinching) 
               4. Pakkamnokku              5.  Puranadai               6.Illaitthal 
                    (Swerving)                     (Playing out)               (Feeble) 
  
                7. Kathithal                       8.Kuthithal           9. Thullal 
                     (Swelling)                      (Jumping)                       (Frsiking) 
 
              10. Azhunthal      11. Padutthal  12. Kalatthal 
                     (Drowning)                       (Lying)                        (Blending)  
 
              13. Suzhalal 
                     (Revolving) 
 
(b) Naadi nadai (Pulse Play) 
 
      1. Vali                 2 . Vali Azhal                      3. Vali Iyyam  
                    
      4. Azhal               5. Azhal Vali                     6. Azhal Iyyam 
 
     7. Iyyam                 8. Iyya vali                               9. Iyya Azhal 
    10.Mukkutram    
 
II.NAA (TONGUE) 
   1. Maa Padithal Present                  Absent 
   Normal          Abnormal 
A) Pattern of MaaPadithal                 Uniform    Patchy      
B) Colour of MaaPadithal _______________________                                 
 
2. Naavin Niram   1.Karuppu     2. Manjal            3. Velluppu     
 (Colour)                   (Dark)             (Yellow)                (Pale) 
 
3. Suvai(Taste sensation)  1.Kaippu         2.Pulippu                3. Inippu          
    Thani suvai                      (Bitter)                (Sour)                    (Sweet) 
    Thontha suvai               4. Uppu                5. Kaarppu               6.Thuvarppu     
        (Salt)                 (Tingent)                (Astringent) 
4. Vedippu                  1. Present                  2. Absent              
  (Fissure)        
 
5. Vai neer ooral         1.Normal                  2.Increased            3.Reduced 
    (Salivation)     
   
  Colour  Normal (Colouress)     Abnormal  ________________ 
     
6. Deviation   1. Present     2.  Absent  ________________  
7. Pigmentation  1.Present              2. Absent   ________________ 
   Dot       Patchy 
   Area of Pigmentation           Tip   Sides               Root Whole  
 
 
III.NIRAM (COLOUR and COMPLEXION OF SKIN)    
     1. Iyalbana Niram       
      (Physiological) 
 1. Karuppu            2.Manjal              3.Velluppu           ________________  
     (Dark)                (Yellowish)              (Fair) 
2. Nirammaatram     1. Present 2. Absent 
   (Pathological)      
                                  Localised                  Generalised 
Colour: Black_______Brown ______ White ______ Red _____ Orange_____ 
 
 
 
 
IV. MOZHI (VOICE) 
   1. Sama oli                      2. Urattha oli             3. Thazhantha oli   
  (Medium pitched)            (High pitched)            (Low pitched) 
                       
  4. Sound from lungs            (Sound is produced by the lungs when the            
       (Wheezing)                      patient is silent)  
 
                                                                           
V. VIZHI (EYES) 
1. Niram    Right    Left 
a.Venvizhi            Normal            Abnormal                             Abnormal   Normal 
                                     
                                                  1. Manjal                               1. Manjal 
                                                  2. Sivappu      2. Sivappu 
                                                  3. Velluppu                           3. Velluppu              
                                                  4. Pazhupu                            4. Pazhupu             
                                                  5. Karuppu                            5. Karuppu 
 
Red Lines Present     Absent  
 b. Keel Imai Neeki Paarthal 
       1. Sivapu                            2. Velluppu  
            (Red)                                   (Pale) 
2. Neerthuvam            1.Normal             2. Increased            3.Reduced 
    (Moisture) 
 
3. Erichchal                  1.Present    2. Absent 
    (Burning sensation) 
 
4. Peelai seruthal           1.Present           2. Absent  
   (Mucus excrements) 
 
5. Change in vision        1. Present           2. Absent  
6. Protrusion of eye ball 1. Present          2.  Absent 
7.Any other eye disease _______________ 
VI. MEI KURI (PHYSICAL SIGNS) 
INSPECTION 
 
1. Swelling                   1. Present                 2. Absent 
2. Any Colour Change 1. Present                 2. Absent 
 
3. Viyarvai                   1. Normal              2. Increased       3. Reduced 
     (Sweat)  
 
 
 
PALPATION 
1. Thanmai                  1. Veppam           2. Mitha Veppam          3. Thatpam  
                                      (Warmth)               (Mild Warm)                 (Cold) 
2. Thoduvali                1. Present              2. Absent 
(Tenderness)  
3. Padhikapattaidathil Unarvu         1. Normal         2. Abnormal        __________ 
(Sensation) 
1. Erichal                        2. Arippu                    3. Unachiinmai 
(Burning Sensation)          (Itching)                   (Loss of sensation) 
VII. MALAM (STOOLS) 
 
1. Ennikkai  (No of Times Passed) -         / Day        
 
2. Alavu             a) Normal b) Increased   c) Decreased   
   (Quantity) 
3. Niram                     1. Karuppu                      2. Manjal 
   (Color)                         (Black)                           (Yellowish) 
 
                                    3. Sivappu                      4. Velluppu 
                                          (Reddish)                             (Pale) 
 
 5. Kalappu               ___________ 
4. Nature of stools 
      Bulky            Leaned            Watery 
 
5. Sikkal / Solid                          1. Present                      2. Absent  
   (Constipation) 
 
6. Sirutthal                             1. Present                       2. Absent  
    (Poorly formed stools) 
 
7. Kalichchal   
   1. Loose watery stools   1. Present                      2. Absent 
   2. Content of stool  
      1. Digested food 1. Present           2. Absent  
      2. Seetham                        1. Present                      2. Absent 
    (Watery and mucoid excrements) 
 
     Colour of Seetham 1. Venmai                      2.  Manjal  
 
7. Thanmai     1. Normal (Mitham)           2. Venmai           3. Seetham       
      
8. Stool passing with a) Mucous  1. Present                      2. Absent 
                              
                                  b) Blood    1. Present                        2. Absent 
 
9. History of habitual                  1. Present                      2. Absent 
          Constipation 
VIII. MOOTHIRAM (URINE) 
 (a) NEER KURI (PHYSICAL CHARACTERISTICS) 
 
1. Niram (colour)          Normal  Abnormal 
 
       1. Milky purulent    2. Orange                          
  
3. Red    4. Green    5.Dark brown  
 
6. Bright red             7. Black    8.Brown red or yellow  
 
2. Manam (odour)                   Yes           No 
Ammonical             :  
Fruity              :  
Others             : _________________________ 
3. Edai: 10 ml _______ gm 50 ml ________ gm 100 ml _______ gm 
a). (Specific gravity) 
Normal         _________ Increased         __________  Decreased           ______ 
 
b).pH   
Acidic pH            _________ Alkaline pH           ___________ 
4. Nurai (froth) 
If froth present, colour of the froth   :  ____________ 
Persistant                      Disappear 
5. Enjal (deposits)      : Present Absent    
Clear      : 
Cloudy     :  
6. Alavu (24 hrs urine volume)                Yes  No 
Normal (1.2-1.5 lt/day)   : _______________ 
Polyuria (>2lt/day)    :                                     _    ______________ 
Oliguria (<500ml/day)   : _______________ 
Anuria     :   _______________ 
7. Murai Present  Absent 
a) Siruthu irangal  _______________ 
b) Chottu Chottai irangal                                        _______________ 
c) Kaduthu irangal _______________ 
d) Neer adaithal _______________ 
e) Thannai ariyamal neer irangal _______________ 
f) Ninru Ninru irangal _______________ 
 
 
8. Kalappu Present  Absent 
a) Ratham kalanthirangal _______________ 
b) Vellai kalanthirangal _______________ 
c) Sunnaneer Polirangal _______________ 
d) Seel kalanthirangal _______________ 
e) Karkal kalanthirangal _______________ 
f) Savvu (or) Thasai kalanthirangal _______________ 
 
b) NEI KURI (oil spreading sign) 
1. Aravam (V) 
   (Serpentine fashion)            
2. Mothiram (P) 
    (Ring)                              
3. Muthu (K) 
    (Pearl beaded appear)           
 4. Aravil Mothiram (VP) 
    (Ring fashion in serpentine)                                                            
5. Aravil Muthu (VK)           
    (Pearl fashion in serpentine)  
 
6. Mothirathil Muthu (PK) 
    (Pearl fashion in ring) 
7. Mothirathil Aravam (PV)        
   (Serpentine fashion in ring) 
  8. Muthil Aravam (KV) 
   (Serpentine fashion in pearl)       
 9. Muthil Mothiram (KP) 
     (Ring fashion) 
10. Sathiyam 
     (Curable)  
11. Asathiyam 
      (Incurable) 
12. Mellena paraval                       
     (Slow spreading) 
13. Viraivaka Paraval 
     (Speed spreading) 
12.others:_________________ 
                                              
 
 
[2]. IYMPORIGAL /IYMPULANGAL (Penta sensors and its modalities)     
                                      1. Normal              2. Affected 
  
1.  Mei (skin)              
 
2.  Vaai (Tongue)            
 
3.  Kann (Eyes)              
 
4.  Mookku (Nose)                    
  
5.  Sevi (Ears)                                    
 
 [3]. KANMENTHIRIYANGAL /KANMAVIDAYANGAL  
(Motor machinery and its execution) 
                                   1. Normal         2. Affected 
 
1. Kai (Hands)        
2. Kaal (Legs)                
3. Vaai (Mouth)         
4. Eruvai (Analepy) 
5. Karuvaai (Birth canal)    
 
 [4]. YAKKAI (SOMATIC TYPES) 
 
Characters Vatha Constitution Pitha Constitution Kaba Constitution 
Built and appearance Lean and lanky, lengthy 
built  
 Moderate built  Short, uniform 
thickness, broad built. 
 
Skin - colour & 
Complexion 
Dark and light admixed 
complexion. Dry skin 
 Red and Yellow. 
Wrinckles 
 Yellowish White, Flesy, 
flappy and shiny 
 
Bones and Joints Cracking sound of 
joints on walking with 
prominent joints 
 Thin covering of 
bones and joints by 
soft tissue 
 Plumpy joints and 
limbs 
 
Hair and Eyelashes Split hair and dark 
eyelashes 
 Sparse hair with 
graying  
 Dark and Dense hair  
Appearance of Eyes Lengthy Eyes  Easily suffusing eyes 
due to heat and 
alcohol 
 Sparkling eyes  
Vision Long sight  Short sight  Clear sight 
 
 
Voice Clear and high pitched 
voice 
 Clear and medium 
pitched Voice 
 Husky and unclear. Low 
pitched voice 
 
Tongue Lengthy, sharp ended 
tongue with black 
patches 
 Medium and yellow 
or red coloured 
 Blunt, thick tongue 
with white coated 
 
Appetite Scant appetite for cold 
food items 
 Increased appetite 
and intolerance to 
hunger, thirst , heat 
 Less appetite and 
tolerant to hunger, 
thirst, heat 
 
Taste  Desire for pungent, 
salt, sweet, heat  
 Desire for bitter, 
sweet, astringent  
 Desire for sour, bitter, 
astringent 
 
Sleep Sleeping with half 
closed eyes  
 Medium sleep  Deep sleep  
Dreams Flying dreams around 
the hills, sky.  Walking 
around the dense 
forest. 
 Seeing like yellow 
colour flowers, fire, 
sun, thunder etc.  
 Seeing the cooling 
places like lotus in the 
pond,. 
 
Strength  Poor strength   Medium strength   Immense strength  
 
Character  Tamogunam  Rajogunam  Sathuvagunam  
Special Character In generosity   discipline, good 
habits, eagerness  
 Discipline and  
increased knowledge  
 
Knowledge Oscillation  mind  Brilliance   Genius   
Sexual activity Loss of libido  Desire in sexual 
activity 
 Loss of  libido  
RESULTANT SOMATIC TYPE: _____________________________ 
 [5] GUNAM 
 
  1. Sathuva Gunam                                           2. Rajo Gunam         
 
  3. Thamo Gunam     
 
[6] KOSAM 
                                                                 Normal           Affected     
         
1. Annamaya kosam ___________ 
                      
2. Praanamaya kosam ___________ 
      
3. Manomaya kosam ___________ 
   
4. Vingnanamaya kosam ___________ 
      
5. Aanandamaya kosam ___________ 
 [7] UYIR THATHUKKAL 
  A. VALI     
                                            1. Normal       2. Affected 
1. Uyirkaal                                                                _ ___________  
    (Praanan)     
2. Keel nokung kaal                                          ____________                    
    (Abaanan) 
3. Nadukkaal                                                              ____________ 
   (Samaanan)     
4. Mel nokung kaal                             ____________  
   (Udhanan) 
5. Paravung kaal                                      ____________   
    (Viyaanan) 
6. Naahan                                         
  (Higher intellectual function)  ____________ 
7. Koorman                                            ____________ 
  (Air of yawning) 
8. Kirukaran                                         ____________ 
  (Air of salivation/Nasal  
   secretion) 
9. Devathathan                                      ____________ 
  (Air of laziness) 
 
10. Dhananjeyan                   ____________ 
   (Absence of Praanan this air 
   that acts on death) (Cell/Percentage) 
 
 B. AZHAL                           1. Normal               2. Affected 
 
1. Analapittham             ____________ 
    (Gastric juice) 
2. Prasaka pittham        ____________ 
    (Bile) 
3. Ranjaka pittham                         ____________ 
    (Haemoglobin) 
4. Aalosaka pittham               ____________ 
    (Aqueous Humour) 
5. Saathaka pittham                   ____________ 
    (Life energy) 
 
 C. IYYAM 
                                                    1. Normal          2. Affected                                     
1. Avalambagam          ____________ 
    (Serum)  
 
2. Kilethagam                                                         ____________ 
   (saliva)  
 3. Pothagam                          ____________ 
    (lymph) 
 
4. Tharpagam                     ____________ 
    (cerebrospinal fluid) 
 
5. Santhigam          ____________ 
    (Synovial fluid) 
[8] UDAL THATHUKKAL 
SAARAM 
INCREASED SAARAM (CHYLE) DECREASED SAARAM(CHYLE)  
Loss of appetite  
Excessive salivation 
Loss of perseverance 
Excessive heaviness  
White musculature 
Cough, dysponea, excessive sleep 
Weakness in all joints of the body 
 
Loss weight  
Tiredness  
Dryness of the skin  
Diminished activity of the  
sense organs 
 
 
 SAARAM: INCREASED                   DECREASED             NORMAL 
 
 
 
B. CENNEER:  
 
INCREASED CENNEER(BLOOD)  DECREASED CENNEER(BLOOD) 
 
Boils in different parts of the  
                             body 
Anorexia 
 
Mental disorder 
 
Spleenomegaly 
 
Colic pain 
 
Increased pressure 
 
Reddish eye and skin 
 
Jaundice 
 
Haematuria 
 
Anemia 
 
Tiredness 
 
Neuritis 
 
Lassitude 
 
Pallor of the body 
 
CENNEER: NORMAL                 INCREASED REDUCED               
 
 
[C]. OON 
 
INCREASED OON (MUSLE) DECREASED OON (MUSLE) 
 
Cervical lymphadenitis 
 
Venerial ulcer 
 
Swelling in face, abdomen,  
thigh, genitalia 
 
Hyper muscular in the  
cervical region  
 
 
Impairment of sense organs 
 
Joint pain  
 
Muscles of Jaw, gluteus 
 gets wrinckled. 
 
Shortening of male genitalia 
 OON: NORMAL                    INCREASED               REDUCED 
 
  
D. KOZHUPPU 
INCREASED KOZHUPPU  
(ADIPOSE TISSUE) 
DECREASED KOZHUPPU  
(ADIPOSE TISSUE) 
 
Cervical lymph adenitis 
 
Venereal ulcer  
 
Swelling in face, abdomen,  
thigh, genitalia 
 
Hyper muscular in the  
cervical region  
 
Dyspnoea on mild exhaustion 
 
Tiredness Sagging muscles 
 in the gluteus, abdomen,  
thigh, breast 
 
Pain and weakness in  
the hip region  
 
Disease of the spleen 
 
Emaciation 
 
 KOZHUPPU: NORMAL                   INCREASED              REDUCED 
 
 
E. ENBU 
INCREASED ENBU (BONE) DECREASED ENBU (BONE) 
 
Excess growth in bones  
teeth, Nail and Hair  
 
 
 
Joint pain 
 
Loosening of teeth 
 
Splitting of nail and hair 
 
Falling of hair  
 
 ENBU: NORMAL                 INCREASED                  REDUCED 
F. MOOLAI 
INCREASED MOOLAI  
(BONE MARROW) 
 DECREASED MOOLAI  
(BONE MARROW) 
Heaviness of the body  
Swollen eyes  
Swollen phalanges  
chubby fingers   
Oliguria  
Non healing ulcer 
  
Osteoporosis  
 
Sunken eyes  
 
 
MOOLAI: NORMAL                 INCREASED                   REDUCED 
G. SUKKILAM / SURONITHAM 
 
INCREASED SUKKILAM/SURONITHAM 
(SPERM OR OVUM) 
DECREASED SUKKILAM/SURONITHAM  
(SPERM OR OVUM) 
Infatuation and lust towards  
women / men 
Urinary calculi 
Failure in reproduction 
Pain in the genitalia 
Decreased the semen excretion 
SUKKILAM/SURONITHAM     :   NORMAL              INCREASED         REDUCED 
 
 [9] MUKKUTRA MIGU GUNAM 
I. Vali Migu Gunam 1. Present  2. Absent 
 
1. Emaciation  
 
2. Complexion – blackish 
 
3. Desire to take hot food 
 
4. Shivering of body 
 
5. Abdominal distension 
 
6. Constipation 
 
7. Insomnia 
 
8. General Weakness 
 
9. Defect of sense organs 
 
10. Giddiness 
 
11. Lake of interest 
 
II.Pitham Migu Gunam  1. Present   2. Absent 
 
1. Yellowish discoloration  
Of skin 
2. Yellowish discoloration 
 Of the eye 
3. Yellow colored urine 
 
4. Yellowness of faces 
 
5. Increased appetite 
 
6. Increased thirst 
 
7. Burning sensation over 
         the body, palm and sole 
     8. Sleep disturbance 
 
III. Kapham migu gunam   1. Present  2. Absent 
 
1. Increased salivary secretion           
 
2. Reduced activeness                        
 
3. Heaviness of the body                   
 
4. Pale, white, pinkish color                      
 
5. Chillness of the body                       
 
6. Reduced appetite                            .  
 
7. Eraippu                                              
 
8. Increased sleep                                                                                                    
 
[10]. NOIUTRA KALAM 
                                1. Kaarkaalam                             2.Koothirkaalam 
                                3. Munpanikaalam                       4.Pinpanikaalam 
                                5. Ilavanirkaalam                        6.Muthuvenirkaalam 
 
 
[11]. NOI UTRA NILAM 
 
                    1. Kurunji                    2. Mullai                    3. Marutham 
                     (Hilly terrain)            (Forest range)                   (Plains) 
                          4. Neithal                            5. Paalai 
                         (Coastal belt)                        (Desert) 
  
GOVERNMENT SIDDHA MEDICAL COLLEGE AND HOSPITAL, 
PALAYAMKOTTAI. 
DEPARTMENT OF PG NOI NAADAL 
A CLINICAL STUDY ON STANDARDIZATION OF SIDDHA DIAGNOSTIC 
METHODOLOGY, LINE OF TREATMENT AND DIETARY REGIMEN FOR 
      “AANN MALADU”(MALE INFERTILITY) 
FORM-III 
                            LABORATORY INVESTIGATIONS 
 
1. Serial No________O.P No: ________   Lab.No________   Reg No. ________ 
2. Name: ________________ 
       
3. Date of birth:  
          D  D   M    M     Y    E    A   R 
4. Age:   _______ years          
5. Date of assessment: ____________________ 
Urine Examination 
6. Sugar       ______  
7. Albumin  ______   
8. Deposits  _____________________ 
9. MICROSCOPIC EXAMINATION OF Urine for white blood cells and blood 
cells_____________________ 
       
               
 Blood 
 10. TC ______________ Cells/cu mm 
 11. Differential Count: 
 P___% L _____%           E _____%          M ______%         B_____% 
 12.Hb _____ gms% 
 13. ESR At 30 minutes _______ mm   at 60 minutes _______mm 
 14. Blood Sugar-(RBS)   _____mgs%  
                                           
 15. Semen Analysis: 
a) Volume: 
b) pH: 
c) Liquification Time: 
d) Viscosity: 
e) Sperm Count (millions/ml): 
f) Motility: 
1) Rapid Progressive Motility: 
2) Sluggish Progressive Motility: 
3) Non Progressive Motility: 
4) No Motility 
  
                                g) Morphology: 
                                                    Normal- 
                                                    Pin, Giant & Amorphous heads- 
                              
h) Other Microscopic Examination: 
i) Fructose :  
j) Semen sinks in water   
16.USG (KUB)  VIEW 
 
 
 
 
 
Date:                 Signature of the Doctor 
 
 
 
 
 
 
 
 
 GOVERNMENT SIDDHA MEDICAL COLLEGE AND HOSPITAL, 
PALAYAMKOTTAI. 
DEPARTMENT OF PG NOI NAADAL 
A CLINICAL STUDY ON STANDARDIZATION OF SIDDHA DIAGNOSTIC 
METHODOLOGY, LINE OF TREATMENT AND DIETARY REGIMEN FOR 
“AANN MALADU”(MALE INFERTILITY) 
Register No:321315002, 
FORM  IV A 
 INFORMED WRITTEN CONSENT FORM 
 
 I …………………..exercising my free power of choice, hereby give my consent 
to be included as a subject in the diagnostic  trial  entitled  A study on  “AANN 
MALADU”.  I will be required to undergo all routine examinations. I may be asked to 
give semen, urine and blood samples during the study. 
 
 I have been informed about the study to my satisfaction by the attending 
investigator and the purpose of this trial and the nature of study and the 
laboratory investigations. I also give my consent to publish my semen, urine 
samples photographs in scientific conferences and reputed scientific journals for 
the betterment of clinical research. 
          I am also aware of my right to opt out of the trial at any time during the 
course of the trial without having to give the reasons for doing so. 
 
Signature /thumb impression of the patient: 
        Date    : 
      Name of the patient  : 
Signature of the investigator    : 
 
  
muR rpj;j kUj;Jt fy;Y}hp - ghisaq;Nfhl;il
gl;l Nkw;gbg;G Neha;ehly; Jiw
gjpT vz;: 321315002
xg;Gjy; gbtk;
Ma;thsuhy; rhd;wspf;fg;gl;lJ
ehd; ,e;j Ma;it Fwpj;j midj;J tpguq;fisAk; Nehahspf;F GhpAk;
tifapy; vLj;Jiuj;Njd; vd cWjpaspf;fpNwd;.
Njjp: ifnahg;gk;:
,lk;: ngaH:
Nehahspapd; xg;Gjy;
ehd; -------------------------------- vd;Dila Rje;jpukhf NjHT nra;Ak; chpikiaf;
nfhz;L ,q;F jiyg;gplg;gl;l Mz; kyL Neha; fzpg;gjw;fhd kUj;Jt
Ma;tpw;F vd;id cl;gLj;j xg;Gjy; mspf;fpNwd;.
vd;dplk; ,e;j kUj;Jt Ma;tpd; fhuzj;ijAk;> kUj;Jt Ma;Tf;$l
ghpNrhjidfs; gw;wp jpUg;jp mspf;Fk; tifapy; Ma;T kUj;Jtuhy;
tpsf;fpf; $wg;gl;lJ.
ehd; ,e;j kUj;Jt Ma;tpd; NghJ fhuzk; vJTk; $whky;> vg;nghOJ
Ntz;LkhdhYk; ,e;j Ma;tpypUe;J vd;id tpLtpj;J nfhs;Sk; chpikia
njhpe;jpUf;fpd;Nwd;.
Njjp: ifnahg;gk;:
,lk;: ngaH:
rhl;rpf;fhuH ifnahg;gk;:
ngaH :
cwTKiw :
 GOVERNMENT SIDDHA MEDICAL COLLEGE AND HOSPITAL, 
PALAYAMKOTTAI. 
DEPARTMENT OF PG NOI NAADAL 
A CLINICAL STUDY ON STANDARDIZATION OF SIDDHA DIAGNOSTIC 
METHODOLOGY, LINE OF TREATMENT AND DIETARY REGIMEN FOR 
“AANN MALADU”(MALE INFERTILITY) 
FORM - IV-E 
 PATIENT INFORMATION SHEET 
 
PURPOSE OF RESEARCH AND BENEFITS: 
  The diagnostic research study in which your participation is proposed to 
assess the diagnostic methods in Siddha methodology in “AANN MALADU” 
patients. It is expected that you would benefit from this study. Knowledge gained 
from this study would be of benefit to patients suffering from such conditions for 
the diagnosis and prognosis. 
 
STUDY PROCEDURE: 
                You will be interviewed and examined as OP and IP patients at the study 
centre. At the first visit the physician will conduct a brief physical examination and 
assess the condition followed by Ennvagai thervu and routine blood and urine 
analysis. After matching the inclusion criteria you will be included in this study and 
you will be examined on the basis of Ennvagai thervu & ThekiyinIllakkanam. 
POSSIBLE RISK: 
                     During this study there may be a minimum pain to you while drawing blood 
sample. 
 
CONFIDENTIALLITY: 
 
                     Your medical records will be treated with confidentiality and will be revealed 
only to other doctors / scientists.  The results of this study may be published in a 
scientific journal, but you will not be identified by your name. 
YOUR PARTICIPATION AND YOUR RIGHTS: 
Your participation in this study is voluntary and you may be withdrawn from 
This study anytime without having to give reasons for the same. You will be 
informed about the findings that occur during the study. If you do agree to take 
part in this study, your health record will need to made available to the 
investigators. If you don’t wish to participate at any stage, the level of care you 
receive will in no way to be affected. 
                    The Ethics committee cleared the study for undertaking at OPD and 
IPD, GOVERNMENT SIDDHA MEDICAL COLLEGE, PALAYAMKOTTAI. Should any 
question arise with regards to this study you contact following person. 
  P.G scholar             : Dr. P. Arul Nehru,  
      Department of PG Noi Naadal, 
                                      Govt. Siddha medical college,  
                                             Palayamkottai - 627 002. 
                                             Email: arul.tamilan2010@gmail.com 
                                             Mobile no :9965481145 
                                                                                                                                                                                                                                     
 
muR rpj;j kUj;Jt fy;Y}hp - ghisaq;Nfhl;il
gl;l Nkw;gbg;G Neha;ehly; Jiw
Nehahspapd; jfty; gbtk;
Ma;tpd; Nehf;fKk; gaDk;:
jhq;fs; gq;nfLj;Jf; nfhs;Sk; ,t;tha;T rpj;j kUj;Jt Kiwapy; Nehia
fzpg;gjw;fhd XH Ma;TKiw. ,t;tha;T jq;fspd; Neha;fzpg;ig gw;wpAk;
ehSf;F ehs; ,Uf;Fk; Nehapd; jd;ik gw;wpAk; mwpa cjTk;.
Ma;TKiw:
jhq;fs; NeHfhzy; kw;Wk; ghpNrhjidfspd; %yk; cs;Nehahsp> ntspNehahsp
gphptpy; Ma;T nra;ag;gLtPHfs;. Kjy; NeHfhzypd;NghJ Ma;thsuhy; cly;
ghpNrhjid> ehb> ePH> kyk> kw;Wk; ,uj;j ghpNrhjid nra;J Fwpg;gpl;l
FwpFzq;fs; ,Ug;gpd; ,t;tha;tpw;fhf vLj;Jf;nfhs;sg;gLtPHfs;.
NeUk; cghijfs;:
,t;thapy; ,uj;j ghpNrhjidf;fhf ,uj;jk; vLf;Fk;NghJ rpwpJ typ Vw;glyhk;.
ek;gfj;jd;ik:
jq;fspd; kUj;Jt Mtzq;fs; midj;Jk; kUj;JtH Ma;thsH my;yhj gpwhplk;
njhptpf;fg;glkhl;lhJ.
Nehahspapd; gq;fspg;Gk; chpikfSk;:
,t;tha;tpy; jq;fspd; gq;fspg;G jd;dpr;irahdJ. ,t;tha;tpy; jhq;fs;
xj;Jiof;f ,aytpy;iynadpy; vg;nghOJ Ntz;LkhdhYk; fhuzk; vJTk;
$whky; tpyfpf;nfhs;syhk;. ,t;tha;tpd;NghJ mwpag;gLk; jfty;fs; jq;fSf;F
njhptpf;fg;gLk;. Nehahspapd; xg;gjYf;fpzq;f Neha;fzpg;G tptuq;fis Ma;thsH
gad;gLj;jpf;nfhs;thH. Nehahsp Ma;tpdpilNa xj;Jiof;f kWj;jhYk;> ve;j
epiyapYk; Nehahspia ftdpf;Fk; tpjk; ghjpf;fg;gl khl;lJ. epWtd newpKiw
FOkk; Nkw;fz;l Ma;tpid Nkw;nfhs;s xg;Gjy; mspj;Js;sJ. Ma;T Fwpj;j
re;Njfq;fs; ,Ug;gpd; fPo;fz;l egiu njhlHG nfhs;sTk;.
gl;lNkw;gbg;ghsH: kU. g.mUs; NeU>
muR rpj;j kUj;Jtf; fy;Y}hp>
ghisaq;Nfhl;il.
kpd; mQ;ry; : arul.tamilan2010@gmail.com
miyNgrp vz;: 9965481145
